



[image: image]








Myles Textbook for Midwives


Fifteenth Edition




Diane M. Fraser, BEd MPhil PhD MTD RM RGN


Professor of Midwifery and Head of Academic Division of Midwifery, Faculty of Medicine and Health Sciences, University of Nottingham, Queen’s Medical Centre, Nottingham, UK


Margaret A. Cooper, BA RGN RM MTD


Pre-registration Midwifery Programme Director, Academic Division of Midwifery, Faculty of Medicine and Health Sciences, University of Nottingham, Queen’s Medical Centre, Nottingham, UK







Foreword by


Jill Crawford, BA RGN RM MTD


NMC Council member 2002–2008


NMC President 2008





Churchill Livingstone










Front matter


FIFTEENTH EDITION


MYLES TEXTBOOK FOR MIDWIVES


For Elsevier:


Commissioning Editor: Mairi McCubbin


Development Editor: Sheila Black


Project Manager: Nancy Arnott


Designer: Charles Gray


Illustration Manager: Merlyn Harvey


Illustrators: Amanda Williams and Ian Ramsden


FIFTEENTH EDITION






Myles Textbook for Midwives


Edited by


Diane M. Fraser BEd MPhil PhD MTD RM RGN


Professor of Midwifery and Head of Academic Division of Midwifery, Faculty of Medicine and Health Sciences, University of Nottingham, Queen’s Medical Centre, Nottingham, UK


Margaret A. Cooper BA RGN RM MTD


Pre-registration Midwifery Programme Director, Academic Division of Midwifery, Faculty of Medicine and Health Sciences, University of Nottingham, Queen’s Medical Centre, Nottingham, UK


Foreword by


Jill Crawford


NMC Council member 2002–2008;


NMC President 2008


[image: image]


EDINBURGH LONDON NEW YORK OXFORD PHILADELPHIA ST LOUIS SYDNEY TORONTO 2009













Copyright


[image: image]


© E & S Livingstone Limited 1953, 1956, 1958, 1961, 1964, 1968


© Longman Group Limited 1971, 1975, 1981, 1985


© Longman Group UK Limited 1989, 1993


© Harcourt Brace and Company Limited 1999


© Elsevier Science Limited 2003


© 2009, Elsevier Limited. All rights reserved.


No part of this publication may be reproduced or transmitted in any form or by any means, electronic or mechanical, including photocopying, recording, or any information storage and retrieval system, without permission in writing from the publisher. Permissions may be sought directly from Elsevier’s Rights Department: phone: (+1) 215 239 3804 (US) or (+44) 1865 843830 (UK); fax: (+44) 1865 853333; e-mail: healthpermissions@elsevier.com. You may also complete your request on-line via the Elsevier website at http://www.elsevier.com/permissions.












	First edition 1953

	Ninth edition 1981






	Second edition 1956

	Tenth edition 1985






	Third edition 1958

	Eleventh edition 1989






	Fourth edition 1961

	Twelfth edition 1993






	Fifth edition 1964

	Thirteenth edition 1999






	Sixth edition 1968

	Fourteenth edition 2003






	Seventh edition 1971

	Fifteenth edition 2009






	Eighth edition 1975

	 







ISBN: 978-0-443-06939-0 (Main Edition)


ISBN: 978-0-443-06844-7 (International Edition)


British Library Cataloguing in Publication Data


A catalogue record for this book is available from the British Library


Library of Congress Cataloging in Publication Data


A catalog record for this book is available from the Library of Congress








Notice


Knowledge and best practice in this field are constantly changing. As new research and experience broaden our knowledge, changes in practice, treatment and drug therapy may become necessary or appropriate. Readers are advised to check the most current information provided (i) on procedures featured or (ii) by the manufacturer of each product to be administered, to verify the recommended dose or formula, the method and duration of administration, and contraindications. It is the responsibility of the practitioner, relying on their own experience and knowledge of the patient, to make diagnoses, to determine dosages and the best treatment for each individual patient, and to take all appropriate safety precautions. To the fullest extent of the law, neither the Publisher nor the Editors assume any liability for any injury and/or damage to persons or property arising out or related to any use of the material contained in this book.


The Publisher





[image: image]


[image: image]


Printed in China [image: image]










Contributors




Robina Aslam, MSc PGCEA RGN RM ADM , Midwife teacher, Academic Division of Midwifery, Lincoln Centre, Faculty of Medicine and Health Sciences, University of Nottingham, Lincoln, UK, 53 Risk Management in midwifery






Jean E. Bain, BN RN , Neonatal Transport Coordinator, Neonatal Unit, Ninewells Hospital, Dundee, UK, 43 Recognizing the ill baby






Diane Barrowclough, Ed D MMedSci BA(Hons) RN RM ADM , Senior Lecturer, School of Health Studies, Division of Midwifery and Women’s Health, University of Bradford, Bradford, UK, 13 Preparing for pregnancy






Kuldip Kaur Bharj, BSc MSc DipN(Lond) RN RM MTD IHSM RSA , Senior Lecturer, Midwifery Department, School of Healthcare Studies, University of Leeds, Leeds, UK, 3 The social context of childbirth and motherhood






Susan Brydon, MSc RM RGN , Midwife, Supervisor of Midwives, Maternity Unit, Queen’s Medical Centre, Nottingham, UK, 53 Risk management in midwifery






Terri Coates, MSc ADM DipEd RM RN CIM , Freelance Lecturer and Writer; Clinical Midwife, Salisbury NHS Trust, Salisbury, UK, 31 Malpositions of the occiput and malpresentations, 33 Midwifery and obstetric emergencies






Margaret A. Cooper, BA RGN RM MTD , Pre-registration Midwifery Programme Director, Academic Division of Midwifery, Faculty of Medicine and Health Sciences, University of Nottingham, Queens Medical Centre, Nottingham, UK, 1 The midwife, 3 The social context of childbirth and motherhood






Helen Crafter, MSc FPCert ADM PGCEA RGN RM , Senior Lecturer in Midwifery, Faculty of Health and Human Sciences, Thames Valley University, London, UK, 20 Problems of pregnancy






Susan Dapaah, DHSc BSc(Hons)MA ADM CertEd RM , Senior Lecturer in Midwifery, Faculty of Health, Staffordshire University, Stafford, UK, 23 Sexually transmissible and reproductive tract infections in pregnancy






Victor E. Dapaah, MD FFFP FRCOG , Consultant Obstetrician and Gynaecologist, Department of Obstetrics and Gynaecology, Staffordshire General Hospital, Stafford, UK, 23 Sexually transmissible and reproductive tract infections in pregnancy






Margie Davies, RGN RM , Midwifery Liaison Officer, Multiple Births Foundation, London, UK, 24 Multiple pregnancy






Soo Downe, BA(Hons) MSc PhD RM , Professor of Midwifery Studies, School of Public Health & Clinical Sciences, University of Central Lancashire, Preston, UK, 28 The transition and the second stage of labour: physiology and the role of the midwife






Jean Duerden, MBA DMS RGN RM RSCN , Formerly LSA Midwifery Officer for Yorkshire and Northern Lincolnshire, Leeds, UK, 52 Midwifery supervision and clinical governance






Carole England, BSc(Hons) CertEd(FE) RGN RM , Midwife Teacher, Academic Division of Midwifery, Derby Centre, University of Nottingham, Derby, UK, 42 The healthy low birthweight baby






Philomena Farrell, RN RM , Clinical Midwife Manager, Regional Neonatal Intensive Care Unit, Royal Jubilee Maternity Service, Belfast, UK, 39 The baby at birth






Diane M. Fraser, BEd MPhil PhD MTD RM RGN , Professor and Head of Academic Division of Midwifery, Faculty of Medicine and Health Sciences, Queen’s Medical Centre, University of Nottingham, Nottingham, UK, 1 The midwife






Alison Gibbs, MSc RGN , Matron, Children’s Services, Lincoln County Hospital, Lincoln, UK, 44 Respiratory problems






Claire Greig, PhD BN MSc ADM NCert RGN MTD SCM , Senior Lecturer, Napier University, Edinburgh, UK, 45 Trauma during birth, haemorrhage and convulsions






Adela Hamilton, BSC(Hons) MA CertMgt CertTch SRN SCM , Senior Lecturer in Midwifery, School of Community and Health Sciences, City University, London, UK, 27 Comfort and support in labour, 32 Assisted births






Jenny Hassall, BSc MSc PGCert RM RN , Senior Midwifery Lecturer, School of Nursing and Midwifery, University of Brighton, Eastbourne, UK, 14 Change and adaptation in pregnancy






Pauline Hudson, Med PGCE RM ADM , Visiting Lecturer, Academic Division of Midwifery, University of Nottingham, Nottingham, UK; formerly Sexual Health Nurse Practitioner, Bassetlaw Primary Care Trust, Retford Hospital, Retford, UK, 37 Contraception and sexual health






Billie Hunter, PhD BN PGDip DNCert PGCE HV RN RM , Professor of Midwifery, School of Health Science, University of Swansea, Swansea, UK, 2 The emotional context of midwifery






Sally Inch, RN RM , Infant Feeding Specialist, Women’s Centre Breastfeeding Clinic and Human Milk Bank, The John Radcliffe Hospital, Oxford, UK, 41 Infant feeding






Beverley Kirk, BA(Hons) PGCE , English Teacher/Associate Assistant Head, Ashfield School, Kirkby-in-Ashfield, UK, 18 Specialized antenatal investigations






Judith Lee, MCSP , Clinical Lead Women’s Health Physiotherapist, Physiotherapy Department, Nottingham University Hospitals NHS Trust, Nottingham, UK, 16 Special exercises for pregnancy and the puerperium






Carmel Lloyd, MA ADM PGCEA RN RM , Midwifery Advisor, Nursing and Midwifery Council, London, UK, 21 Medical disorders associated with pregnancy, 22 Hypertensive disorders of pregnancy






Rosemary Mander, MSc PhD MTD RGN SCM , Professor of Midwifery, University of Edinburgh, Nursing Studies, School of Health in Social Science, Edinburgh, UK, 6 Evidence-based practice, 38 Bereavement and loss in maternity care






Sally Marchant, DipEd PhD RM RN , Editor, MIDIRS Midwifery Digest, Bristol, UK, 34 Physiology and care in the puerperium, 35 Physical problems and complications in the puerperium






Carol McCormick, BSc(Hons) PGDL ADM RN RM , Consultant Midwife, Maternity Unit, Nottingham University Hospitals NHS Trust, Nottingham, UK, 25 The first stage of labour: physiology and early care, 26 Active first stage of labour






Christine McCourt, BA PhD , Professor of Anthropology and Health, Centre for Research in Midwifery and Childbirth, Thames Valley University, Brentford, UK, 51 Community, public health and social services






Sue McDonald, BAppSc PhD CHN RN RM FACM , Professor of Midwifery and Women’s Health, Mercy Hospital for Women, Heidelberg, Australia, 29 Physiology and management of the third stage of labour






Christina McKenzie, MSc RM ADM RGN PGCEA DipPSGD , Head of Midwifery, Nursing and Midwifery Council, London, UK, 7 Midwifery regulation in the United Kingdom






Alison Miller, DipHMS RM RN , Programme Director and Midwifery Lead, Confidential Enquiry into Maternal and Child Health (CEMACH), London, UK, 56 Maternal and perinatal health, mortality and statistics






Irene Murray, BSc(Hons) MTD RN RM , Teaching Fellow (Midwifery), Department of Nursing and Midwifery, University of Stirling, Centre for Health Science, Raigmore Hospital, Inverness, UK, 14 Change and adaptation in pregnancy






Mary L. Nolan, BA(Hons) MA PhD RGN , Professor of Perinatal Education, Institute of Health, Social Care and Psychology, University of Worcester; Senior Tutor, The National Childbirth Trust, London, UK, 15 Antenatal education: principles and practice






Margaret R. Oates, MB ChB DPM FRCPsych , Senior Lecturer in Psychiatry, University of Nottingham; Honorary Consultant, Nottingham Health Care Trust, Nottingham, UK, 36 Perinatal mental health






Salmon Omokanye, MB BS FMCOG FRCOG FFSRH , Consultant and Lead Clinician, Central Health Clinic, Sheffield Contraception and Sexual Health, Sheffield, UK, 37 Contraception and sexual health






Lesley Page, BA MSc PhD RM RN , Visiting Professor of Midwifery, Nightingale School of Nursing and Midwifery, King’s College, London, UK, 4 Woman-centred, midwife-friendly care: principles, patterns and culture of practice






Patricia Percival, BAppSc MAppSc PhD RN RM , Registered Nurse and Midwife, Ascot, Australia, 47 Jaundice and infection






Maureen D. Raynor, MA PGCEA ADM RMN RN RM , Midwife Teacher, Post Graduate Education Centre, Academic Division of Midwifery, University of Nottingham, Nottingham, UK, 36 Perinatal mental health






Lindsay Reid, BA DipEd PhD ADM , Midwife writer and researcher, Fife, UK, 54 Organization of the health services in the UK






Nancy M. Riddick-Thomas, MA ADM CertEd RM RGN , Professional Head of Midwifery Education, Faculty of Health, Sport & Science, University of Glamorgan, Pontypridd, UK, 5 Ethics in midwifery






Annie Rimmer, BEd(Hons) RM RN ADM , Senior Lecturer/Course Leader, School of Nursing and Midwifery, University of Brighton, Eastbourne, UK, 30 Prolonged pregnancy and disorders of uterine action






Jane M. Rutherford, DM MRCOG , Consultant in Fetomaternal Medicine, Department of Obstetrics and Gynaecology, Queen’s Medical Centre, Nottingham, UK, 49 Pharmacology and childbirth






Iolanda G.J. Serci, BSc MSc PgDipNurs PgCertNutrn RN RM , Midwife Lecturer, School of Nursing and Midwifery, The Robert Gordon University, Aberdeen, UK, 10 Hormonal cycles: fertilization and early development, 12 The fetus






Della Sherratt, BEd(Hons) MA RN RM MTD NDNCert FETCert , Independent International Midwifery Advisor and Trainer, 55 International midwifery






Judith Simpson, MD MRCPCH , Consultant Neonatologist, Paediatric Department, Queen Mother’s Hospital, Glasgow, UK, 46 Congenital abnormalities






Norma Sittlington, BSc(Hons) MSc RN RSCN RM ANNP , Royal Jubilee Maternity Service, Regional Neonatal Unit, Belfast, Ireland, 39 The baby at birth, 40 The normal baby






Nina Smith, BA(Hons) MA , Manager, BA and Diploma Programmes for NCT specialist workers and senior Tutor, National Childbirth Trust, London, UK, 15 Antenatal education: principles and practice






Amanda Sullivan, BA(Hons) PGDip PhD RM RGN , Director of Nursing and Integrated Governance (Formerly Midwife Consultant, Antenatal Screening), Nottinghamshire County Teaching Primary Care Trust, Nottingham, UK, 18 Specialized antenatal investigations






Ian M. Symonds, MMedSci DM MRCOG FRANZCOG , Professor/Senior Staff Specialist in Obstetrics and Gynaecology, Department of Obstetrics and Gynaecology, School of Medicine and Public Health, Faculty of Health, John Hunter Hospital, Newcastle, Australia, 19 Abnormalities of early pregnancy






Ros Thomas, MCSP PGCert , Formerly Advanced Practioner Physiotherapist in Womens Health, Royal United Hospital, Bath, UK; Freelance Clinical Lecturer, Corsham, UK, 16 Special exercises for pregnancy and the puerperium






Denise Tiran, MSc RM RGN ADM PGCEA , Visiting lecturer, University of Greenwich, London,UK: Director, Expectancy Ltd, Meopham, UK, 50 Complementary therapies in midwifery






Tom Turner, MB FRCP FRCPCH , Consultant Paediatrician, Neonatal Unit, Queen Mother’s Hospital, Glasgow, UK, 46 Congenital abnormalities






Mary E. Vance, BSc(Hons) MPhil PGCert TLT RM , LSA Midwifery Officer - North of Scotland, LSA Consortium, Inverness, UK, 8 The female pelvis and the reproductive organs, 9 The female urinary tract, 11 The placenta






Anne Viccars, BSc(Hons) MA PGDipEd RM RGN , Senior Lecturer in Midwifery, School of Health and Social Care, Bournemouth University, Bournemouth, UK, 17 Antenatal care






Stephen P. Wardle, MB ChB FRCPCH MD , Consultant Neonatologist, Neonatal Intensive Care Unit, Queen’s Medical Centre, Nottingham University Hospitals, Nottingham, UK, 48 Metabolic and endocrine disorders and drug withdrawal












Foreword




Jill Crawford





When a midwife cares for a woman, she becomes an integral part of that woman’s life story. Years later, women can and do recount the words and acts of the midwives who accompanied them on their journeys to motherhood.


It is not simply that women remember how they were cared for. The care they receive often has a fundamental influence on their sense of themselves as women and mothers.


My own experience of care from a midwife inspired in me a passionate commitment to the profession of midwifery. She came on shift at a point in my labour when I, and others, were losing faith in my ability to give birth. I had been hauled out of the birth pool for assessment and the news was not good. Previously unwanted and unplanned interventions were being mooted and I was ready to agree to anything that would reduce the pain and deliver my baby safely.


At that point, I heard a gentle knock and in she walked. The first thing she did was to look me in the eyes and smile. At that point, I knew I’d be OK.


The second thing she did was to tell me how well I was doing, ask me to get back in the pool and tell me how much she was looking forward to this birth. Her calm, reassuring manner conveyed that she had confidence in me to give birth to my baby. I believed her.


Two hours later, I scooped a funny looking little fellow from the water. I thought he was the most miraculous thing in the world and I was the cleverest woman on the planet. Those feelings carried me through the hardest of times as a new mother and have made me walk taller as a woman since.


By being truly with women, midwives can change the lives of them and their children. My experience, as a mother, antenatal teacher and President of the Nursing and Midwifery Council, is that midwives carry this weight of responsibility well.


For this reason, I am honoured to be writing the Foreword to a text that will support and encourage future and current midwives to be with women.


The breadth and depth of this edition of Myles Textbook for Midwives is testimony to the holistic nature of midwifery care. The editors have skilfully interwoven chapters that will help midwives meet the social, emotional and physical needs of childbearing women.


In this edition, the chapter on women’s emotional health is divided into two sections. These differentiate clearly between the psychological context of childbearing and perinatal psychiatric disorders. This gives clarity to an important and often neglected area of midwifery.


The text reflects well the changing social and political context of midwifery. Women increasingly want to be involved in decisions about how they and their babies are cared for. To enable this to happen, midwives need to be able to provide women with accessible, evidence-based information. The chapter on Antenatal Education: Principles and Practice gives practical ideas for education that liberates rather than encourages conformity.


The current political focus on midwifery services for disadvantaged women is identified in the chapter on ‘The Social Context of Childbirth and Motherhood’. This focus is the result of stark evidence that women and babies who are most at risk of a poor outcome are least likely to receive the care they need1.


The poor outcomes for disadvantaged women are attributable to a number of factors, including inaccessible services and judgemental attitudes. In the course of reviewing maternity services and antenatal teaching, I have repeatedly been told by disadvantaged women about how services have failed them, as a result of staff prejudging them and their wishes or of inadequate service provision.


One example is a teenage mother living in a deprived community who wished to breast-feed but whose partner was given a bottle to feed the baby while she was being stitched. Another is a young non-English speaking woman of Asian origin who said she did not know if she had been given any choices about birth as her husband had interpreted for her throughout her care.


The implications of these examples are obvious. The baby of the teenage mother was denied the many benefits of breast-feeding that would have mitigated his social disadvantage. The woman of Asian origin, as well as being denied any choice, had no means to communicate fundamental issues, such as domestic violence or undisclosed previous pregnancies.


Bharj’s and Cooper’s chapter eloquently explores the links between social disadvantage and poor health outcomes. It will support midwives to provide appropriate care for the women who need it most.


One of the strengths of this edition of Myles is that it addresses the challenges facing midwives and the stress these places on them. The emotional aspect of a midwife’s work is rarely recognized. Billie Hunter’s exploration of this is a welcome and necessary addition to the text.


A source of frustration to both midwives and women is the fact that the relationships between them often last no more than a shift on labour ward or a couple of antenatal visits. I particularly like Lesley Page’s chapter entitled ‘Woman-centred, Midwife-friendly Care’ for its pragmatic and practical guidance. Page extols midwives to ‘do the best you can’ and points out that making a small change, such as moving furniture in a birth room, can make a big difference. It is this spirit that makes midwives so invaluable to childbearing women. Page deals with the conflicting pressures that midwives face from medical and midwifery colleagues, women and their employers. In these circumstances, the professional autonomy of midwives is crucial. This is conferred by regulation.


The role that regulation plays in this autonomy is explored in Christina McKenzie’s chapter, ‘Midwifery Regulation in the United Kingdom’. McKenzie highlights the mechanisms of regulation, such as supervision, the Nursing and Midwifery Council’s (NMC) Code of Professional Conduct and the Midwives Rules. Used wisely, regulation can give more power to a midwife’s elbow. This newly extended chapter will support more midwives to use regulation to support women.


Midwives are among the people who have inspired me most, both those who have cared for me and those I have had the privilege to work alongside. These midwives have practised both the art and science of midwifery: listening to and respecting women; helping to keep things normal; involving other professionals when necessary; coordinating care to keep the woman at the centre.


This text will help midwives be confident in their role, skills and knowledge so that they can be truly with the women they care for. On behalf of all the women now and in the future who walk taller because of a midwife’s role in their life story, thank you. Enjoy the read.







1 Lewis G (ed) 2007. The Confidential Enquiry into Maternal and Child Health (CEMACH). Saving Mothers’ Lives: reviewing maternal deaths to make motherhood safer – 2003–2005. The Seventh Report on Confidential Enquiries into Maternal Deaths in the United Kingdom. London, CEMACH.










Preface




Diane M. Fraser, Maggie A. Cooper





Nottingham 2009


This 15th edition of Myles Textbook for Midwives remains a substantial textbook, published in response to students and midwives overwhelming demand for such a key text. In acknowledgement of the increase in e-learning, most of the chapter authors have also produced some multiple choice questions that can be accessed electronically for self-assessment. In addition, the illustrations have been reproduced on the web with and without labels to aid student learning and as a resource for university midwife lecturers.


Given the importance of using best evidence to underpin midwifery practice, it has been vital to include sufficient references while ensuring essential content is not lost in a plethora of reference sources. This means that those source materials included can only be examples of the extensive literature available. Research findings and systematic reviews are regularly reported and only those available in the year prior to publication of this edition could be included.


Alongside this comprehensive textbook, Elsevier has published a Survival Guide to Midwifery which contains edited material from the Myles textbook. This Survival Guide does not include references in order to make it easily portable for use in clinical practice and for examination revision. Both books will be invaluable sources of information for students and midwives working in different practice contexts.


We are especially pleased that many chapter authors have continued to contribute to successive editions of this important textbook. A number of new authors are included in the 15th edition and in recognition of the ‘emotion’ work of midwives, a new chapter has been included. While the majority of expertise to write a book for midwives must come from midwives, the multi-professional and user contributions reflect the imperative to work and learn together to enhance the quality of maternity services for women and their families.


Women expect midwives to provide competent midwifery care and the content of this book is designed with this aim in mind. Equally essential are women’s expectations that their care will be individualized and the attitudes and interpersonal skills of midwives will enable a professional/friend relationship to be developed. Specific chapters address the importance of these aspects of midwifery care and include parents’ childbirth stories.


Whatever the context and the culture of the setting, this text seeks to convey the importance of woman-centred midwife-friendly care. Childbirth and parenting are life-changing experiences, although for the majority, the physiological process will be normal. When there are complications, the quality of individualized care and being enabled to make informed choices become even more important. The midwife has a key role to play in assisting women to make these choices and feel in control when presented with difficult options and dilemmas. This edition has therefore retained the integrated nature of sections of the 14th edition to continue to reduce the false impression that women fall into a ‘low’ or ‘high’ risk category for the whole of the childbearing continuum. Women’s care pathway is likely to have episodes of complexity requiring additional care at particular times. This should not mean a total transference of lead carer. Instead the midwife has a key role in ensuring the woman receives the additional care and investigations needed from the most appropriate care provider at the most appropriate time. Midwifery care and support is required throughout. Hence the midwife’s communication and teamwork skills and ability to juggle competing priorities and take decisions in complex situations are paramount requirements for competent midwifery practice.


In the UK, the work of the professional regulatory body, the Nursing and Midwifery Council (NMC) has seen rapid developments. The revisions incorporated in Chapter 7 have been essential to enable students and midwives to understand the statutory and guideline responsibilities of the NMC. However, midwives in the UK must though regularly access the NMC website to ensure they are using the most up to date rules and standards for midwifery practice.


Myles textbook has always prioritized the inclusion of clear and easy-to-understand illustrations. Where appropriate new diagrams have been drawn to enhance presentations and incorporate new evidence. This has been particularly important in relation to the anatomy of the pregnant uterus and lactating breast. The colour plate section of the book has also been much appreciated by students and hence has been retained.


The importance of providing women with the best available evidence to assist them make choices appropriate for them and their personal circumstances has been endorsed by the government. This provides midwives with dilemmas as to how much information they ask for and provide at each point in the childbearing period. Too much or too little information or advice at the wrong point can be confusing and hence the relationship between midwife and woman must be paramount, so that potential outcomes and uncertainties can be discussed honestly and good decisions made.


This book cannot provide all the knowledge midwives might need when working with women to make decisions about their care pathway and utilize interventions appropriately. However, we hope it will provide a comprehensive framework to assist in the decision-making process and stimulate midwives’ passion for life-long learning.


(Note: Whenever the female gender is used the male is also implied and vice versa as appropriate.)
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The midwife is recognized worldwide as being the person who is alongside and supporting women giving birth. The midwife also has a key role in promoting the health and well-being of childbearing women and their families before conception, antenatally and postnatally, including family planning.


In the UK, midwives are being urged to expand their role even further in the field of public health. Their responsibilities are to diagnose and monitor pregnancies, labours and postpartum progress, to work with childbearing women and other healthcare professionals to achieve the best possible outcomes for each individual family. This demands a wide range of skills, knowledge and personal attributes.


The chapter aims to



• define the midwife in terms of expectations of her capabilities, from both the perspectives of childbearing women, the UK statutory body; World Health Organization (WHO) and the European Union (EU)



• discuss the continuing education and professional development of practising midwives.






Midwives, women and their birth partners


Midwife means ‘with woman’ or, in France, ‘wise woman’. Throughout the ages, women have depended upon a skilled person, usually another woman, to be with them during childbirth. In the past, men were excluded from the birthing room, being allowed in only once the baby was born. Now pregnant women are encouraged to choose a birth partner, male or female, to support them in labour. Midwives must therefore develop the skills to involve the woman’s chosen birth partner(s) as well as supporting the woman. At times, this requires the midwife to stand back, observe, listen and intervene only when invited to do so or when it is in the best interests of the woman, fetus or baby. At other times the midwife will need to ensure that the woman’s partner is appropriately informed about childbirth and parenting so that they can make sound decisions together. In the past, midwives have been criticized for neglecting the needs of fathers, ignoring them or pressurizing them to become more involved than they would choose if allowed to make their own decision (Bartels 1999).


On occasions, the midwife might need to act as the woman’s advocate when the partner’s/friend’s/relative’s actions are unlikely to enhance, or could harm, the health and safety of mother and child. In the 2003–2005 review of maternal deaths in the UK, over 14% of deaths were to women who reported to a health professional that they were in an abusive relationship (Lewis 2007). To understand and empathize with each woman’s individual needs and encourage her to have confidence in her own body and capabilities for parenting, the midwife needs a high level of knowledge and decision-making abilities. It is this thorough grounding in knowledge, experience and personal insight that enables her to refrain from taking control away from the mother, while being at hand to step in when assistance is needed.


Alliances between childbearing women and midwives were pivotal in stemming the tide of technologically dominated, actively managed labours of the 1970s and 1980s (O’Driscoll & Meagher 1980). In 1992, the Government’s Select Committee report (known as the Winterton report) on the maternity services was published (House of Commons Health Committee 1992). Evidence from women cited the importance of their having more choice, control and continuity of care when using the maternity services. More recently, Government policy further stated the need for the maternity services to ensure women have choice, access and continuity of care in a safe service (DH 2007). Chapter 4 discusses some of the ways in which midwives and maternity services have responded.






Midwives and normal childbirth


Alongside the move to provide women with more choice, control and continuity has been the debate about what is ‘normal’ (Downe 2004) and how much choice should be available to women in a resource-limited National Health Service (NHS) and increasingly litigious society (see Ch. 53 Risk management). A difficulty of definition arises over whether any interventions can be classed as being ‘normal’ and from whose perspective. For example an ultrasound scan in early pregnancy has become routine but can change an anticipated pleasurable event to a stressful pregnancy (see Chs 18 and 38). At the other extreme, views are polarized as to whether women whose pregnancy is uncomplicated should be able to demand a caesarean rather than a vaginal birth (Kaufman & Liu 2001).


Midwives will find themselves working as independent practitioners with their ‘normal’ caseload for much of the time yet, perhaps on the same day, participating in a multiprofessional team when complications develop. There are strong arguments for providing women whose care becomes more complicated with as good, if not even better, continuity of midwifery care if it can really be claimed that midwives are ‘with woman’ (Gould 2002). At times, this will give midwives dilemmas in prioritization and on occasion, their own views will not always coincide with those of the woman or other healthcare professionals. Chapter 5 may help in the resolution of ethical dilemmas, while the book as a whole will assist midwives in diagnosing and providing care both when childbirth is straightforward and when it is less so. No textbook or current best evidence can provide all the answers and midwives need to learn to cope with uncertainty, be knowledgeable about what is known and not known and have the confidence to engage effectively in multiprofessional discussions about best practice, audit and research. Although intellectual and clinical skills and competencies are essential for safe midwifery practice, the midwife’s interpersonal skills are likely to be what makes a difference to women’s experiences and memories of childbirth.












Definition and capabilities of the midwife


Midwives need to be aware of the legislation and guidelines defining their role, describing their scope of practice and specifying standards of competence or proficiency. Some of the most significant are highlighted in this chapter.


In 1972, a definition of the midwife was developed by the International Confederation of Midwives (ICM). A year later, it was adopted by the International Federation of Gynaecology and Obstetrics (FIGO) followed by the WHO. In 1990, at the Kobe Council meeting, the ICM amended the definition, which was later ratified by FIGO in 1991 and by WHO in 1992. In 2005, it was amended slightly by the ICM Council (Box 1.1).





Box 1.1 International definition of the midwife (ICM 2005)


‘A midwife is a person who, having been regularly admitted to a midwifery educational programme, duly recognized in the country in which it is located, has successfully completed the prescribed course of studies in midwifery and has acquired the requisite qualifications to be registered and/or legally licensed to practise midwifery.


The midwife is recognized as a responsible and accountable professional who works in partnership with women to give the necessary support, care and advice during pregnancy, labour and the postpartum period, to conduct births on the midwife’s own responsibility and to provide care for the newborn and the infant. This care includes preventative measures, the promotion of normal birth, the detection of complications in mother and child, the accessing of medical care or other appropriate assistance and the carrying out of emergency measures.


The midwife has an important task in health counselling and education, not only for the woman, but also within the family and the community. This work should involve antenatal education and preparation for parenthood and may extend to women’s health, sexual or reproductive health and child care.


A midwife may practise in any setting including the home, community, hospitals, clinics or health units’.





At the European level, member states of the EU (known at the time as the European Community, EC), prepared a list of activities that midwives should be entitled to take up within its territory (EC Midwives Directive 1980). Although midwives must learn about all of these activities, in the UK it is recognized that it is highly unlikely that midwives would be expected to be proficient in them all – for example the manual removal of the placenta would be carried out by a doctor unless no doctor is available and the mother’s life is at risk (Box 1.2).





Box 1.2 Activities of a midwife: the European Directive (NMC 2004b, p 36–37)


‘Member states shall ensure that midwives are at least entitled to take up and pursue the following activities:



• to provide sound family planning information and advice



• to diagnose pregnancies and monitor normal pregnancies; to carry out examinations necessary for the monitoring of the development of normal pregnancies



• to prescribe or advise on the examinations necessary for the earliest possible diagnosis of pregnancies at risk



• to provide a programme of parenthood preparation and a complete preparation for childbirth including advice on hygiene and nutrition



• to care for and assist the mother during labour and to monitor the condition of the fetus in utero by the appropriate clinical and technical means



• to conduct spontaneous deliveries including where required an episiotomy and in urgent cases a breech delivery



• to recognize the warning signs of abnormality in the mother or infant which necessitate referral to a doctor and to assist the latter where appropriate; to take the necessary emergency measures in the doctor’s absence, in particular the manual removal of the placenta, possibly followed by manual examination of the uterus



• to examine and care for the newborn infant; to take all initiatives which are necessary in case of need and to carry out where necessary immediate resuscitation



• to care for and monitor the progress of the mother in the post-natal period and to give all necessary advice to the mother on infant care to enable her to ensure the optimum progress of the new-born infant



• to carry out the treatment prescribed by a doctor



• to maintain all necessary records’.









Fitness for practice, award and purpose


It might be expected that if midwives are fit to practice, they will also be fit to work in any setting and be eligible to receive the appropriate award from the university where they were educated.






Fitness for practice


In the UK, the Nursing and Midwifery Council specify what proficiencies have to be achieved before a student is eligible to register as a practising midwife (NMC 2004a). A list of proficiencies does not necessarily capture what should be a holistic definition of a competent midwife. Figure 1.1 demonstrates the outcome of a research study that attempted to do so (Fraser et al 1998). The ‘professional/friend’ dimension in this model was found to be of most significance to childbearing women (Berg et al 1996, Fraser 1999, Waldenstrom et al 1995). Assessment schemes for fitness for practice must therefore encompass this dimension as well as assessment of clinical proficiencies and the NMC essential skills clusters (2007).





[image: image]

Figure 1.1 An holistic, integrated model of a competent midwife.


(From Fraser et al 1998, p 32, reproduced with permission from the English National Board for Nursing, Midwifery and Health Visiting, ENB.)












Fitness for award


In addition to the requirements of the NMC, universities have to demonstrate that their programmes meet Quality Assurance Agency for Higher Education (QAAHE) subject benchmark statements. The QAAHE developed an overarching health professions framework encompassing:



• expectations of the health profession in providing patient/client services



• the application of practice in securing, maintaining or improving health and well-being



• the knowledge, understanding and skills that underpin the education and training of healthcare professionals.


This framework illustrates the academic and practitioner features that are held in common. These are developed more fully in each subject’s benchmark statement and standards to describe the profession specific expectations and requirements. A total of 34 midwifery standards have been specified to set out the different expectations of midwives entering their first post immediately on completion of a pre-registration programme of midwifery (QAAHE 2001).









Fitness for purpose


Although NHS Trusts can now refer to national proficiency (NMC 2004a) and benchmark standards (QAAHE 2001) to clarify their expectations of new midwives, there are still likely to be local variations. This might include variations in opportunities, for example to suture perineums (Ch. 28), ‘top-up’ epidurals (Ch. 27) or assist women to give birth in water. What is more important than small variations in learning opportunities and the development of specific psychomotor skills is a midwife’s personal insight including the recognition of her capabilities and when it is necessary to learn new skills.


When taking up employment, it is essential for midwives to discuss their development needs and ensure that they are not expected to undertake activities for which they have not been prepared or are inappropriate for their level of expertise. Each midwife is allocated, or chooses a person to be her supervisor of midwives. This person is invaluable in assisting with a midwife’s personal development plan and providing support in difficult contexts (Ch. 52).















Autonomous midwifery practice


Once qualified as a midwife, there are a variety of employment opportunities. However, whichever type of midwifery organization provides employment, the midwife, even at the point of registration, has responsibility for and autonomy within her sphere of practice. Professional autonomy for midwives does not, however, mean that midwives should create professional boundaries and exert powers to protect their territory. Instead autonomy means having freedom to act on behalf of childbearing women, working in partnership with them and having the knowledge and capability to provide continuity of carer for women with straightforward pregnancies as well as working in partnership with other members of the healthcare team (DoH 2001) when this is in the best interests of the woman, fetus or newborn. Chapter 2 discusses how the midwife’s responsibilities can be described as ‘emotion work’.


The NMC describes seven guiding principles which establish their philosophy and values in relation to expected outcomes of midwifery programmes.









1 Provision of women-centred care


Every woman expects to be treated as though she is special and important. Although at times maternity units and community workloads can be busy, individual women want midwives to be there for them, not for someone else. It is essential that midwives have an understanding of social, cultural and context differences (see Ch. 3) so that they can respond to the needs of women and their families in a variety of care settings and prioritize and manage work appropriately. Of particular importance is working with families to draw up a plan of care and support and then evaluate and modify that care as circumstances warrant. To do this, midwives need knowledge of available resources and expertise so that members of the multidisciplinary team and other organizations can be drawn upon as required to meet the holistic needs of individual women.









2 Ethical and legal obligations


The practice of a midwife is controlled by law (NMC 2004b and Ch. 7). Midwives also need to be familiar with other Acts of Parliament and Statutory Instruments that impact on their practice. Dimond has written extensively on the interpretation and application of law in midwifery in journals and in her own book (Dimond 2002).


The NMC Code (NMC 2008a) sets requirements for the behaviour of midwives and nurses in relation to conduct, performance and ethics (see Ch. 5). Midwives may find themselves expected to care for women who have decided to terminate their pregnancy. Whilst midwives may exercise a conscientious objection in relation to participating in the termination, they cannot refuse to provide care for the woman because they disagree with her decision to terminate. Counselling services are normally provided for women and staff facing these sorts of ethical dilemmas and stressful situations.









3 Respect for individuals and communities


Society is composed of people from many cultural, ethnic and religious backgrounds. Midwifery care must be provided in a non-discriminatory way and without prejudice. Where midwives find they do not have the skills or expertise to provide effective care for individuals or groups then they need to seek assistance. In areas where there are a number of women who do not speak the local language, link workers or an interpreting service can be more appropriate than asking another family member, especially a child, to communicate between the woman and the midwife (see Chs 3 and 55).









4 Quality and excellence


Individual midwives should strive for continual improvement and excellence in midwifery practice. To protect the health and well-being of mothers and babies, supervision of midwives is enshrined in statute. Clinical governance has more recently been established to assure the quality of all the health services provided by an individual NHS Trust and has many principles that mirror statutory supervision of midwives (Ch. 52). Auditing of standards and discussion of difficult maternity care scenarios are ways in which all professional groups can work together to improve the quality of the service. Involvement of mothers in evaluating care and suggestions for areas that need improvement have become even more important in contributing to quality and excellence in the maternity services.









5 The changing nature and context of midwifery practice


The pace of change is likely to increase throughout the new millennium and midwives need to be prepared to adapt accordingly. This is likely to include embracing new technologies, provided they enhance the quality of care, working in new ways as patterns of care change and listening to mothers to understand what matters to them (see Chs 4 and 18). It will be essential for midwives to discriminate between change that is likely to benefit the woman and her family and change that is for administrative or other non-care-related convenience. Midwives need to be flexible and also become agents of change when necessary. This might necessitate learning new skills or further developing existing ones and having the initiative to identify when change is needed.









6 Evidence-based practice and learning


The use of the term ‘evidence-based’ rather than ‘research-based’ practice has been growing (Proctor & Renfrew 2000, Renfrew 1997). This is intended to draw practitioners′ attention to the need for sound evidence for effective care and not assume that all research is of value but that it must be critically analysed. It is also intended to foster the use of systematic reviews such as Effective care in pregnancy and childbirth (Chalmers et al 1989), the regularly updated guides and the electronic Cochrane Library to which most universities and NHS Trusts subscribe. Assistance with accessing the literature can normally be obtained from librarians as well as from journals and books (e.g. Stanton & Fraser 2000).


Chapter 6 provides more information on evidence and research and midwives need to be aware that there are now many good qualitative studies that add to the body of midwifery knowledge and understanding. The midwife has a responsibility to make use of all available resources to inform her practice, including experiential knowledge. She has a duty to weigh up the latest clinical evidence, that elicited by her personal observations, and to take account of her experiences and the woman’s wishes.









7 Lifelong learning


Development of different learning styles can aid effective lifelong learning. Laurillard (2002) and Miller et al (1994) believe that it is important to encourage students to vary their learning style according to context or goal. Whereas some might learn best by adopting a surface or memory style of learning, this alone will be inadequate unless students can also develop a deep level of processing information. The ‘skills drills’ that are suggested to help midwives respond rapidly and effectively to emergency situations (Ch. 33) lend themselves to surface styles of learning, but when situations are complex and require much investigation and reflection then problem-solving and critiquing skills become essential. With so much information available, it can be difficult for midwives to know where to go to keep up-to-date. Databases are useful for searching for topics of relevance and systematic reviews are invaluable in synthesising and evaluating the huge amount of research data.


As well as learning from the literature, midwives also need to grasp opportunities to learn from each other by observing and discussing different ways of practising and, where necessary, seeking out appropriate education or training events.















Continuing professional development (CPD)


All midwives and nurses have to meet PREP (post-registration education and practice) requirements to renew their professional registration (NMC 2008b). Evidence to fulfil these requirements has to be presented in the form of a personal professional profile which demonstrates that practitioners have been developing their knowledge and expertise during the previous 3 years. However, in a rapidly changing maternity service, these minimum requirements are likely to be insufficient for competent midwifery practice.






Professional profiles


There are many commercially produced guides to assist in preparing a professional profile as well as folders that can be purchased to record evidence of CPD. However, a ring binder and set of dividers can equally well fulfil a practitioner’s needs and lends itself to being individually stylized. Alternatively, the profile can be maintained electronically but a hard copy will be needed if requested for audit purposes by the Nursing and Midwifery Council.


Midwives are required to record evidence of study and learning relevant to their sphere of practice. The following five categories should cover most fields of professional practice:



• care enhancement, e.g. developments in practice, standard setting, empowering women



• reducing risk, e.g. health promotion and screening, identification of health problems, protection of individuals



• client/patient and colleague support, e.g. counselling, leadership, supervision



• practice development, e.g. personal research and study, change agent, visiting other practice areas



• education development, e.g. mentorship and lecturer/practice educator programmes.


As well as being a mandatory requirement for maintaining professional registration, a personal profile can be useful when applying for a job, providing evidence when claiming non-standard entry or advanced standing for a course of study as well as aiding personal development through reflection and as a basis for discussion at supervisory reviews.









APL and APEL


Accreditation of prior learning (APL) and accreditation of prior experiential learning (APEL) are often possible for a number of post-registration courses. These involve matching what you have done before with the course you are now interested in studying. If there is evidence of equivalence, then exemption from certain modules and units might be permitted. Credit will then be awarded provided there is evidence that prior study or learning is authentic, relevant, had appropriate depth and breadth and was relatively recent. APL/APEL schemes vary between universities and just because one university will allow perhaps a third of the course to be exempt through APL/APEL there is no guarantee that another will allow the same sort of percentage exemption. Normally there will be advisors to guide prospective students through the process.









Career pathways


There are a number of different possibilities for midwives to consider when planning their longer-term careers. Whichever route is intended, all will require evidence of high motivation and lifelong learning. The following nine hallmarks of a lifelong nurse/midwife learner were identified in 1994 and are still relevant (ENB 1994):



• responsible and accountable for their work



• self-reliant in their way of working



• adaptable to changing healthcare needs



• flexible to changing demands



• challenging and creative



• innovative



• resourceful



• able to work as agents of change



• able to share and promote good practice and knowledge.


This can be a helpful framework when identifying training and education needs for development alongside acquiring new skills to meet service needs. Midwives now have an exciting array of career opportunities, which include: caseload practice; a career as expert/leader in specific areas of midwifery practice such as consultant midwife, birth centre lead midwife, neonatal practitioner, hospital labour suite coordinator and ventouse practitioner; a career in management, whether in midwifery or more general management in the NHS; a career as midwife researcher on midwifery and collaborative projects; a career in education as a midwife lecturer in a university; a career in standard setting and audit; a career as the midwife expert in multiprofessional teams such as teenage pregnancy, drug addiction, domestic abuse, fetomaternal medicine and also opportunities to work in developing countries (see Ch. 55). In addition a midwife learns a multitude of valuable transferable skills.


As you pursue your midwifery career it is essential to reflect in and on your practice (some useful guidance can be found in Church & Raynor 2000). By so doing, you will not only understand more about your own learning capabilities, but most importantly will see how you can make a difference to the childbirth experiences of women and their families. Reflection is not, however, sufficient; it needs to be followed by appropriate action and understanding that different actions may be required in different contexts. Chapters 3 and 4 provide a discussion of some of the varying contexts in which a midwife practises.
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In this chapter the emotional context of midwifery work is explored. Pregnancy and childbirth are emotional experiences for the woman and her family. Midwives need to work in an emotionally aware and sensitive way, in order to ensure that these feelings are acknowledged and responded to. To do this effectively, midwives also need to be aware of their own feelings. Much of midwifery work is emotionally demanding. Midwives need to understand why this is so, and find ways to manage feelings that are effective and sustainable. How midwives ‘feel’ about their work and the women they care for is important. It has significant implications for communication and interpersonal relationships with both clients and colleagues. It also has much wider implications for the quality of maternity services in general.


This chapter aims to



• explore why maternity care requires management of emotions



• define what is meant by ‘emotion work’



• identify the sources of emotion work for midwives



• explore how conflicting models of practice may create emotion work



• describe how midwives manage their emotions



• consider how midwives can develop emotional awareness.






Introduction


By its very nature, midwifery work involves a range of emotions. Midwifery is rarely dull. Even when it entails what may appear to be routine and mundane activities, these are often far from ordinary experiences for those on the receiving end of maternity care. While it is easy to see why birth is a highly charged emotional event; it may be less obvious to appreciate why an antenatal booking or postnatal visit can generate emotions. But women tell us that this can be so (Edwards 2000, Redshaw et al 2007, Wilkins 2000). There is clear evidence from research studies that women do not always receive the emotional support from midwives that they would wish (Beech & Phipps 2004, Berg et al 1996, Redshaw et al 2007).








Box 2.1 Key terms






Emotion work: the work undertaken to manage feelings so that they are appropriate for a particular situation.



Feeling rules: social norms regarding which emotions are considered appropriate to feel and to display, affected by social setting and culture.





It may also be less easy to understand how maternity care may be an emotional experience for those providing care – but we also know from research evidence that midwives have just this experience (Begley 2003, Deery 2005, Hunter 2004a, 2005, 2006, Kirkham 1999). In the words of a first year midwifery student:





It can be incredibly stressful, can be emotionally draining or the other way – an absolute high


(Hunter & Deery 2005, p 11)












What is meant by ‘emotion work’?


Over the past 25 years there has been growing interest in how emotions affect the work that we do (Fineman 2000). This interest was stimulated by an American study undertaken by Arlie Russell Hochschild in 1983, which drew attention to the importance of emotion in the workplace, and to the work that needs be done when managing emotions. Hochschild’s study of American flight attendants identified that a significant aspect of their work was to create a safe and secure environment for passengers, and that in order to do so, they needed to manage the emotions of their customers and themselves.


Hochschild defined emotional labour as: ‘The induction or suppression of feeling in order to sustain an outward appearance that produces in others a sense of being cared for in a convivial, safe place’ (Hochschild 1983, p 7). In other words, it is the work that is undertaken to manage feelings so that they are appropriate for a particular situation (Hochschild 1983). This is done in accordance with ‘feeling rules’, social norms regarding which emotions it is considered appropriate to feel and to display. (For example, Hunter and Deery (2005) note how midwives describe suppressing their feelings in order to maintain a reassuring atmosphere for women and their partners.)


Hochschild used the term ‘emotional labour’ to mean management of emotion within the public domain, as part of the employment contract between employer and employee; ‘emotion work’ referred to management of emotion in the private domain, i.e. the home. Hochschild’s research focused particularly on commercial organizations, where workers are required to provide a veneer of hospitality in order to present a corporate image, with the ultimate aim of profit making (e.g. the ‘switch on smile’ of the flight attendants or the superficial enjoinders to ‘have a nice day’ from shop assistants). This requires the use of ‘acting’ techniques, which Hochschild (1983) argues may estrange workers from what they are really feeling. My research study (Hunter 2004a) suggests that the emotion management of midwives is different to this. Midwives were more able to exercise autonomy in how they controlled emotions, and emotion management was driven by a desire to ‘make a difference’ based on ideals of caring and service, that Bolton (2005, p 93) describes as ‘philanthropic emotion management’. Thus I will use the term ‘emotion work’ in this chapter.






Emotions and healthcare


Although the emotional aspect of work appears to be as demanding as physical labour, it is often unrecognized, under-reported and under-valued (Hochschild 1983, James 1992). It is particularly common in public service work, and is often part of the ‘invisible’ work undertaken by women. The idea of emotion work is particularly relevant to healthcare, and there has been growing interest in this issue over the past 15 years (e.g. Bolton 2000, James 1992, Smith 1992). Smith (1992) investigated how student nurses learnt to ‘do’ emotion work. She observed that they gained emotion management skills ‘on the job’, using senior nurses as role models. Their emotional responses changed during their education. By the time they reached their final year, most had learnt self-protective coping strategies to manage feelings of distress and grief. These strategies included distancing themselves from patients and using a task-orientated approach to care. There is also evidence that midwives may use similar strategies (Hunt and Symonds 1995, Hunter 2004a).












Sources of emotion work in maternity care


What is it about maternity care that generates emotion work for midwives? On the surface, it could be presumed that midwifery is the ‘happy side’ of healthcare, and that only positive emotions will usually be felt. While it is often the case that the childbirth experience is a source of joy for all involved, sadly this is not always so.


Research studies suggest that there are various sources of emotion work in midwifery. These can be grouped into three key themes, which are discussed in turn:



1 Midwife–woman relationships



2 Collegial relationships



3 The organization of maternity care.


It is important to note that these themes are often interlinked. For example, the organization of maternity care impacts on both midwife–woman relationships and on collegial relationships.






Midwife–woman relationships


The nature of pregnancy and childbirth means that midwives work with women and their families during some of the most emotionally charged times of human life. The excited anticipation that generally surrounds the announcement of a pregnancy and the birth of a baby may be tempered with anxieties about changes in role identity, altered sexual relationships and fears about pain and altered body image (Raphael Leff 2005). Thus it is important to remember that even the most delighted of new mothers may experience a wide range of feelings about their experiences.


We must also remember that pregnancy and birth are not always joyful experiences: for example, midwives work with women who have unplanned or unwanted pregnancies, who are in unhappy or abusive relationships, and where fetal abnormalities or antenatal problems are detected. In these cases, midwives need to support women and their partners with great sensitivity and emotional awareness. This requires excellent interpersonal skills, particularly the ability to listen. It is easy in such distressing situations to try to help by giving advice and adopting a problem-solving approach. However, the evidence suggests that this is often inappropriate, and that what is much more beneficial is a non-judgemental listening ear (Clement 1995).


Childbirth itself is a time of heightened emotion, and brings with it exposure to pain, bodily fluids and issues of sexuality, all of which may prove challenging to the woman, her partner and also to those caring for her. Attending a woman in childbirth is highly intimate work, and the feelings that this engenders may come as a surprise to new students. For example, undertaking vaginal examinations is an intimate activity, and needs to be acknowledged as such (Bergstrom et al 1992, Stewart 2005). In the past, the emotional aspects of these issues have tended to be ignored within the education of midwives.


Relationships between midwives and women may vary considerably in their quality, level of intimacy and sense of personal connection. Some relationships may be intense and short-lived (e.g. when a midwife and woman meet on the labour ward or birth centre for the first time); intense and long-lived (e.g. when a midwife provides continuity of carer throughout pregnancy, birth and the postnatal period). They may also be relatively superficial, whether the contact is short-lived or longer standing. There is evidence that a key issue in midwife–woman relationships is the level of ‘reciprocity’ that is experienced (Fleming 1998, Hunter 2006). Reciprocity is defined as ‘exchanging things with others for mutual benefit’ (Oxford Dictionary 2003). When relationships are experienced as ‘reciprocal’ or ‘balanced’, the midwife and woman are in a harmonious situation. Both are able to give to the other and to receive what is given (e.g. the midwife can give support and advice, and the woman is happy to accept this, and in return affirm the value of the midwife’s care).


In contrast, relationships may become unbalanced, and in these situations emotion work is needed by the midwife. For example, a woman may be hostile to the midwife’s advice, or alternatively, she may expect more in terms of personal friendship than the midwife feels it is appropriate or feasible to offer. Some midwives working in continuity of care schemes have expressed concerns about ‘getting the balance right’ in their relationships with women, so that they can offer authentic support without overstepping personal boundaries and becoming burnt out (Hunter 2006, Stevens & McCourt 2002a,b).


Establishing and maintaining reciprocal relationships can prove challenging at times. The concept of being a ‘professional friend’ (Fraser 1999, Pairman 2000, Walsh 1999) can be helpful in these situations, as it describes a model of midwife–woman relationships which is not only warm and supportive, but also sustainable for all concerned. It is also important that midwives pay careful attention to the power dynamics of their relationships with women. Both Leap (2000) and Cronk (2000) provide insights into these dynamics, noting the potential that exists for midwives to assume power over women. In different ways, they suggest practical solutions to help re-balance such relationships.









Collegial relationships


Relationships between midwives and their colleagues, both within midwifery and with other health and social care professionals, are also key sources of emotion work. Much of the existing evidence pertains to relationships between midwifery colleagues. These relationships may be positive or negative experiences.


Positive collegial relationships provide both practical and emotional support (Sandall 1997). Walsh (2007) provides an excellent example of these in his ethnography of a free standing birth centre. He observed a strong ‘communitarian ideal’ (Walsh 2007, p 77), whereby midwives provided each other with mutual support built on trust, compassion and solidarity. He attributes this to the birth centre model, with its emphasis on relationships, facilitation and cooperation.


Sadly, however, such experiences are not always universal. There is also evidence that intimidation and bullying exists within contemporary UK midwifery (Hadikin & O’Driscoll 2000, Hunter 2005, Kirkham 1999, Leap 1997). The concept of ‘horizontal violence’ (Leap 1997) is often used to explain this problem. Kirkham (1999) explains how groups who have been oppressed internalize the values of powerful groups, thereby rejecting their own values. As a result, criticism is directed within the group (hence the term ‘horizontal violence’), particularly towards those who are considered to have different views from the norm. This type of workplace conflict inevitably affects the emotional well-being of the midwifery workforce (Hunter 2005).









The organization of maternity care


The way in which maternity care is organized may also be a source of emotion work for midwives. The fragmented, task orientated nature of much hospital-based maternity care creates emotionally difficult situations for midwives (Ball et al 2002, Deery 2005, Dykes 2005, Hunter 2004a, 2005, Kirkham 1999), as it reduces opportunities for establishing meaningful relationships with clients and colleagues, and for doing ‘real midwifery’. The study by Ball et al (2002) identified frustration with the organization of maternity care as one of the key reasons why midwives leave the profession. A study by Lavender and Chapple (2004) explored the views of midwives working in different settings. They found that all participants shared a common model of ideal practice, which included autonomy, equity of care for women and job satisfaction. However, midwives varied in how successful they were in achieving this. Advantageous factors were thought to be strong midwifery leadership and a workplace culture that promoted normality. Free-standing birth centres were usually described as being more satisfying and supportive environments, which facilitated the establishing of rewarding relationships with women and their families. Conversely, consultant-led units were often experienced negatively; this was partly the result of a dominant medicalized model of childbirth, a task-orientated approach to care and a culture of ‘lots of criticism and no praise’ (Lavender and Chapple 2004, p 9).


In general, it would appear that midwives working in community-based practice or in birth centre settings are more emotionally satisfied with their work (Hunter 2004a, Sandall 1997, Walsh 2007). Although there is the potential for continuity of care schemes to increase emotion work as a result of altered boundaries in the midwife–woman relationship, there is also evidence to suggest that when these schemes are organized and managed effectively, they provide emotional rewards for both midwives and clients.


A key reason underpinning these differing emotion work experiences appears to be the co-existence of conflicting models of midwifery practice (Hunter 2004a). Although midwifery as a profession has a strong commitment to providing woman-centred care, this is frequently not achievable in practice, particularly within large institutions. An approach to care which focuses on the needs of individual women may be at odds with an approach which is driven by institutional demands to provide efficient and equitable care to large numbers of women and babies 24 hrs a day, 7 days a week. When midwives are able to work in a ‘with woman’ way, there is congruence between ideals and reality, and work is experienced as being emotionally rewarding. When it is impossible for midwives to work in this way, as is often the case, midwives experience a sense of disharmony. This may lead to anger, distress and frustration, all of which require emotion work (Hunter 2004a).












Managing emotions in midwifery


So how do midwives learn to manage emotions, and what are the ‘feeling rules’ within midwifery regarding appropriate emotional display? In my own research study (Hunter 2004a, Hunter and Deery 2005), I found that midwives described two different approaches to emotion management: ‘affective neutrality’ and ‘affective awareness’. These different approaches were often in conflict and presented mixed messages to student midwives.






Affective neutrality


Affective neutrality could also be described as ‘professional detachment’. From this perspective, emotion must be suppressed in order to get the work done efficiently. By minimizing the emotional content of work, its emotional ‘messiness’ is reduced and work becomes an emotion-free zone. This approach fits well within a culture that values efficiency, hierarchical relationships, standardization of care and completion of tasks. Personal emotions are managed by the individual, in order to hide them as much as possible from clients and colleagues. Coping strategies, such as distancing, ‘toughening up’ and impression management are used in order to present an appropriate ‘professional performance’, i.e. a professional who is neutral and objective. When dealing with clients, there is avoidance of discussing emotional issues and a focus on practical tasks. This is clearly not in the best interests of women.


Although this may appear to be an outdated approach to dealing with emotion in contemporary maternity care, there is ample evidence that this approach continues, particularly within hospital settings. This can be problematic for midwives who wish to work in more emotionally aware ways, and can detract from the quality of care. An example from my research is the experience of a student midwife who, early on in her clinical experience, had cared for a woman whose baby was stillborn (Hunter and Deery 2005). The student was very upset by the experience, and described how she had been shocked and in tears. However, there was no opportunity for her to discuss her feelings with her colleagues; in fact, any possibility of this was effectively squashed by the decision of the senior midwives to send her home early. The impression she received was that personal emotions should be suppressed at all costs and that she should not seek emotional support from her colleagues. This was very different from the approach that she had been encouraged to adopt by her lecturers, and she felt confused and frustrated. Similar experiences have been described by Irish student midwives. Begley (2003, p 25) found that ‘student midwives suffered strong feelings of distress when caring for women encountering perinatal loss’, and that they lacked support in both clinical and educational areas. An accumulation of unsupportive situations such as this may ultimately result in midwives deciding to leave the profession (Ball et al 2002).









Affective awareness


In contrast, ‘affective awareness’ fits well with a ‘new midwifery’ approach to practice (Page & McCandlish 2006). In this approach, referred to by Copp as ‘the professional with a heart’ (Copp 1998, p 304), it is considered important to be aware of feelings and express them when possible. This may be in relation to women’s emotional experiences, or when dealing with personal emotions. Sharing feelings enables them to be explored and named. It also provides opportunities for developing supportive and nurturing relationships between midwives and women, and between midwives and colleagues. For example, a student midwife in my study described how her mentor encouraged her to talk through her feelings after she had cared for a woman during an obstetric emergency (Hunter & Deery 2005). The student considered that sharing her feelings acted as a ‘release valve’, which helped her to come to terms with her experience and feel that she was not alone in her reactions.


Affective awareness fits within a wider contemporary Western culture which emphasizes the benefits of the ‘talking cure’, that is the therapeutic value of talking things through (e.g. via counselling or psychotherapy). However, it is important that midwives recognize the limits of their own expertise, so they do not find themselves out of their depth. Working in partnership with women, particularly in continuity of care schemes, means that midwives are more likely to develop close connections with women and their families. If emotionally difficult events occur, midwives ‘feel’ more. This was a frequent experience of community-based midwives in my own study (Hunter 2006). We need to be alert to this, so that we do not become so overwhelmed by our clients’ experiences that we lose our own personal boundaries. We will be of little effective support to women and colleagues if this happens. It is important to know our limits and make use of agencies who can offer skilled support as appropriate (e.g. Relate, SANDS, MIND. See list of useful addresses below).









Challenges


It is also important not to be overly critical of midwives who adopt an ‘affectively neutral’ approach, but to try to understand why this may be occurring. In my research study, most participants did not consider this to be the best way of dealing with emotion, believing that ‘affective awareness’ was the ideal way to practice. But when they felt ‘stressed out’, they described ‘retreating’ emotionally and ‘putting on an act’ to get through the day (Hunter & Deery 2005). Stress may be the result of unsustainable workloads, staff shortages, conflicts with colleagues or difficulties in personal lives. In order to understand emotion work in midwifery, we need to be aware of the broader social and political context in which maternity care is provided. Understanding emotion work requires us to think carefully, not just about individual midwives, but also about the complexities of the maternity services. In order to move away from a blame culture in midwifery, we need to work at developing empathy, in order to better understand each others’ behaviour.


It is also important to ensure cultural sensitivity in relation to emotion. The ways that emotions are displayed, and the types of emotion that are considered appropriate for display will vary from culture to culture, as well as within cultures (Fineman 2003). Midwives need to develop skills in reading the emotional language of a situation and avoid ethnocentricity.












Developing emotional awareness


It is possible to develop emotional skills in the same way as it is possible to develop any skills. In other words, we can develop our ‘emotional awareness’ (Hunter 2004b) or ‘emotional intelligence’ (Goleman 2005). Goleman (2005) claims that emotionally intelligent people: know their emotions, manage their emotions, motivate themselves, recognize the emotions of others and handle relationships effectively. He suggests ways that emotional intelligence can be developed, so that an individual can have a high ‘EQ’ (emotional intelligence quotient) in the way that they may have a high IQ (intelligence quotient).


The idea of emotional intelligence has caught the public imagination, although some would argue that Goleman’s ideas are rather simplistic and lack a substantive research base (e.g. Fineman 2003, p 52). Instead, Fineman (2003, p 54) prefers the notion of ‘emotional sensitivity’, which he claims can be developed through ‘processes of feminisation, emotionally responsive leadership styles, valuing intuition, and tolerance for a wide range of emotional expression and candour’. Whatever the preferred terminology, it would seem that these ideas have particular relevance to midwifery, given the emotionally demanding nature of this work. Midwives need to develop emotional awareness so that they know what it is they are feeling, why they are feeling it, and how others may be feeling. They also need to develop a language to articulate these feelings, in a manner that is authentic.


So how can midwives develop their emotional awareness? There are a number of options that may be helpful. Attendance on counselling courses and assertiveness courses can help to develop insights into personal feelings, which by extension provide insights into the possible feelings of others. Supervision may also provide opportunities for exploration of the emotions of both self and others, with the aim of recognizing and responding appropriately to these.


It is particularly important that emotional issues are given careful and sensitive attention during pre-registration education. This could take the form of role-play, or by making use of participative theatre. Drama workshops have been used effectively with student midwives (Baker 2000) to explore various aspects of their clinical experience, including a range of emotional issues, in a safe and supportive environment. One advantage of such an approach is that participants realize that they are not alone in their experiences. With a skilled workshop facilitator, difficult situations can be considered in a broader context, so that they are understood as shared rather than personal problems. These methods could also be beneficial for qualified midwives, especially clinical mentors, as part of in-service training.


Emotional issues also need attention within clinical practice, if they are not to be seen as something that is explored only ‘in the classroom’. As we have seen, there may be ‘mixed messages’ about what emotions should be felt and displayed. These mixed messages are not helpful in creating an emotionally attuned environment. Supervision of midwives could have a role to play here. It has the potential to provide a supportive environment for understanding emotion, particularly if a ‘clinical supervision’ approach is taken. This is a method of peer support and review aimed at creating a safe and non-judgemental space in which the emotional support needs of midwives can be considered (Deery 2005, Kirkham & Stapleton 2000). The importance of ‘caring for the carers’ is crucial, but often underestimated.


Finally, as Fineman (2003) recommends, those in leadership positions within midwifery need to set the scene by adopting leadership styles which are emotionally responsive. In this way, a ripple effect through the whole workforce could be created.









Conclusion (see Box 2.2)


Midwives need to develop skills in emotion work in order to manage sensitively and effectively the feelings of women, families, colleagues and also to manage their own personal feelings. Providing a supportive, non-judgemental space for midwives to explore and better understand the emotional demands of work is essential. Understanding emotions helps us to develop empathy, crucial for interpersonal relationships with colleagues and clients. There is much about midwifery practice that is emotionally demanding, so it is imperative that midwives become skilled emotion workers, and that this is valued as much as technical skills. By developing these skills, midwives have the potential to enhance the emotional well-being of the women they care for, and also the emotional well-being of themselves and their colleagues. As a result, the quality of maternity care will also be enhanced.





Box 2.2 Key issues






• Midwifery is an emotionally demanding profession, requiring ‘emotion work’



• Key sources of emotion work are: midwife–woman relationships, collegial relationships, organizational issues



• Excellent communication and interpersonal skills are needed to manage emotion effectively, for the benefit of all



• ‘Caring for the carers’ is essential for the provision of good quality maternity care.
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This chapter provides a brief overview of the social context within which the twenty-first century maternity services are organized and delivered; it highlights the importance of factors such as ethnicity, culture, religion, disability, sexuality and social exclusion which may impact upon the quality of maternity services. Having an understanding of such issues will enable the midwife to work effectively in partnership with women to ensure that the care that is offered meets individual needs of all women, their babies and families.


The chapter aims to



• discuss the social context of childbirth in the UK



• consider and explore the issues which disadvantage some women in terms of quality and access to maternity services



• discuss the factors which promote the delivery of responsive maternity services harnessing current philosophies of maternity services



• discuss the strategies that midwives may utilize to provide and deliver maternity care to women from disadvantaged backgrounds.






The context of care


The journey of having a baby is a profound event. Although this journey may be similar for all women in terms of physiological explanations, its meaning to each woman is individual and unique because the social context of her life and experience is shaped by social, cultural, spiritual, emotional and psychological factors. Therefore, maternity services strive to provide care that is not only safe but is easily accessible and is responsive to women’s individual linguistic, faith and cultural needs, that communicates effectively and provides the information that facilitates informed choices. Correspondingly, government proposals and recommendations reflect these aspirations, advocating that maternity services must be responsive to the individual needs of women and their families, listen to their views and respect their ethnic, cultural, social and family backgrounds (Department of Health (DH) 2004, 2007a,b, NHS Quality Improvement Scotland 2005, Scottish Executive Health Department SEHD (2001), Northern Ireland Department of Health, Social Services and Public Safety NI DHSSPS (2002), Welsh Assembly Government WAG (2005)). The directives reaffirm that women should be the central focus and maternity services should be designed to fit around the woman, her baby and family, with specific emphasis to support normal childbirth and to offer medical intervention only if absolutely necessary. While midwives recognize that meeting individual and unique needs of every woman during childbirth will lead to a fulfilling experience, achieving individualized care remains a challenge particularly when caring for women who are vulnerable or experience disadvantage.


Over the past two decades, a number of policy directives have propelled the NHS to modernize maternity services to meet the needs of women. The policy reforms in the UK have recommended many radical changes in the way maternity services are commissioned and provided (DH 1997, 2000a,b, National Assembly for Wales 2001, 2005, SEHD 2005a,b, DHSSPS 2004, 2005). In particular, they emphasize the need for NHS provider units to be more responsive to the needs of their local population, more sensitive to the needs of all service users, and to offer greater choice, higher standards and better quality of healthcare provision. The need for maternity service re-design is greater than ever before if benefits such as safer care, improving access and outcomes, more choice, promoting normality, local ante- and postnatal services closer to home and home-like birth environment are to be realized (Shribman 2007).


Consequently, the beginnings of the twenty-first century have seen the transformation of the NHS at systems and at organizational level to provide better care, better patient experience and better value for money. The reforms are to deliver a Patient-led NHS (DH 2005), where the services are to be provided through stronger commissioning. The direction of travel is to move away from monolithic provider organizations to that of diversity of providers. More and different providers of maternity services is likely to expand community based provision, creating an opportunity for maternity services to be commissioned from a range of providers such as other NHS providers, voluntary sector, private sector and social enterprise. The expansion of providers will inevitably introduce an environment of contestability with explicit competition. The policy desire is to offer women and their families a greater choice in the services they want and need (DH 2007b), guaranteeing a wider choice of type and place of maternity care and birth by the end of 2009 (DH 2007a).


Simultaneously, the NHS has undergone a major restructuring programme, bringing about dramatic changes to the way health and social care is delivered locally. The White Paper: Our health, Our care, Our say: a new direction for community services (DH 2006a) and The NHS in England: the operating framework for 2006/7 (DH 2006b) have been catalysts for these reforms, proposing a shift of services from hospitals into the community, with the provision of care much closer to home and greater integration with local authority services and having shared responsibilities for public health.


Midwives are the cornerstone of delivering maternity service reforms. Their roles and responsibilities will increasingly focus to deliver greater productivity and best value for money, offering real choice and improvement in women’s maternity experiences. These reforms are creating opportunities for midwives to work in new ways and undertake new and different roles. Midwives are required to be much more oriented towards public health and the reforms provide increased opportunities to work in more diverse teams to provide integrated services. The working environment is changing where midwives are increasingly accountable for the care they provide creating a new form of ownership.









Disadvantaged groups


In the twentieth century, childbirth was transformed from a social, domestic event into a highly technological, medical procedure. The 1980s saw a rise in concerns about the way maternity services were organized and delivered; this led to campaigns calling for better access to effective and appropriate obstetric and midwifery care and the need for services to be tailored to meet consumer needs. While women from the middle classes were somewhat reluctant to have intervention imposed on them and called for a less clinical environment for intrapartum care, women from vulnerable and disadvantaged backgrounds complained that they were more likely to receive less favourable treatment, asserting that services failed to take account of their linguistic, religious and cultural needs and some, particularly those from the black and minority ethnic (BME) groups claimed that they experienced additional difficulties owing to stereotypes and discrimination (Cartwright 1979, Larbie 1985, Phoenix 1990). (Note: The use of terminology to describe different groups in the community is an extremely sensitive issue and there is no single acceptable term that embraces all members of the minority ethnic groups. The term ‘black and minority ethnic communities’ has been used here to include all individuals who experience discrimination and disadvantage associated with ‘race’ and ethnicity.) Many of the reasons given by women for dissatisfaction with maternity services include fragmented care, long waiting times, insensitive care, lack of emotional support, inadequate explanations, lack of information, medical control, inflexibility of hospital routines, and dehumanizing aspects of hospitalization and reproductive technologies (Kitzinger 1978, 1990, Oakley 1979, Reid & Garcia 1989).


Universally, there is no agreed definition of vulnerability, however, the term ‘vulnerable groups’ is often used to refer to groups of people who are at risk of being marginalized in accessing maternity services and social exclusion. These groups of people or communities are more likely to experience social marginalization as a result of a number of interrelated factors such as unemployment, poor or limited skills, low income, poor housing, poverty, high crime environment, poor or ill health and family breakdown. Women from these vulnerable groups may experience disadvantage either due to mental or physical impairment, or particular characteristics no longer attributed to mental or physical impairment but that have historically led to individuals experiencing prejudice and discrimination, for example ethnicity or disability. Or it may be concerned with the manner in which individuals or organizations interact with women leading to prejudice and discrimination (Hart et al 2001).


Providing woman-centred care is a complex issue, particularly in a diverse society where individual’s and families’ health needs are varied and not homogenous. Listening and responding to women’s views and respecting their ethnic, cultural, social and family backgrounds is critical to developing responsive maternity services. Persistent concerns have been expressed about the poor neonatal and maternal health outcomes among disadvantaged and socially excluded groups (Lewis 2007, Lewis & Drife 2001, 2004), suggesting not all groups in society enjoy equal access to maternity services (Dixon-Woods 2005, Redshaw et al 2007). The Confidential Enquiry into Maternal and Child Health Report (CEMACH) for the triennium 2003–2005 testified that ‘the link between adverse pregnancy outcomes and vulnerability and social exclusion are nowhere more starkly demonstrated than by this enquiry’. The report goes on to state that ‘those women who need maternity services most use them least’ (Lewis 2007, p 44).


Women may be viewed as disadvantaged not because they have, for example, a disability or are from travelling communities, but because they are more likely to be socially excluded. They are more likely to experience discrimination or be unemployed and it is the detrimental impact of these circumstances on health that is of concern (see Box 3.1). There is strong evidence that disadvantaged groups have poorer health and poorer access to healthcare, with clear links between inequality in social life and inequality in health, demonstrating that inequality exists in both mortality and morbidity (HCHC 2003, Macfarlane & Mugford 2000, Modood et al 1997, Palmer et al 2006). People from these groups have not enjoyed the health gains from wider social and environmental improvements, and are less likely to adopt healthier lifestyles or obtain fair access to services at the same level as the most affluent sectors of the community.





Box 3.1 Women who are most likely to experience disadvantage






• The very young



• Those with disability (physical, sensory or learning)



• Those living in relative poverty



• Those from black and minority ethnic backgrounds



• Those from travelling communities



• Asylum seekers



• Those who misuse substances



• Lesbians.





In a broad sense, the government has affirmed its commitment to address issues of inequalities in health, and policy directives are compelling maternity services to readjust themselves and to become conversant with health needs of women from vulnerable and disadvantaged backgrounds. The health of those community groups who are at a higher risk of poorer health outcomes has been given a designated priority area (Acheson 1998, DH 1999, 2000a, 2001). Provider units and healthcare professionals are made responsible for development and delivery of maternity services in such a way that they give an important consideration to the needs of people from vulnerable groups as well as eradicate inequality.


To facilitate care that is responsive to the needs of women, health professionals need to understand women’s social, cultural and historical backgrounds so that care is tailor-made to meet their needs. A number of models of care have been introduced to deliver culturally congruent care, including some examples of midwifery-led case-loading teams developed around the needs of vulnerable groups, e.g. Blackburn Midwifery Group Practice (Byrom 2006), however the philosophy of ‘woman-centred care’ is that used to meet individual needs of the women who experience disadvantage.









Women from disadvantaged groups: implications for practice






Young mothers


Britain has the highest rate of teenage pregnancy and teenage parenthood in Europe. Some 90 000 teenagers in England become pregnant every year; of these, nearly 8000 are under the age of 16 years. Approximately three-fifths of teenage conceptions will result in live births (Social Exclusion Unit 1999). Many young mothers do achieve a successful outcome to their pregnancy and parenting; it should, however, also be recognized that mortality and morbidity among babies born to these mothers is increased and that the mothers show a higher risk of developing complications, such as hypertensive disorders and intrapartum complications (Lewis & Drife 2004). Young teenage mothers tend to present late for antenatal care and are disproportionately likely to have some risk factors associated with poor antenatal health (e.g. poverty and smoking).


For many young mothers, pregnancy and parenthood means an early conclusion to their education with consequent reduced career opportunities and increased likelihood that they will find themselves socially excluded and living in poverty. The Government’s Social Exclusion Unit report on teenage pregnancy (1999) set two major targets: (1) to halve the pregnancy rate in under 18-year-old teenagers by the year 2010 and (2) to achieve a reduction in the risk of long term exclusion for teenage parents and their children. Midwives have a role to play in the achievement of both these targets through their public health role and the provision of appropriate, accessible services. The Government Action Plan on Social Exclusion describes a ‘cycle of disadvantage’ with deprivation passing down from one generation to the next; it goes on to suggest that the daughter of a teenage mother is twice as likely as the daughter of an older mother to become pregnant in her teen years (HM Government 2006, p 8).


With appropriate support, young mothers can make an effective transition to parenthood. They can be assisted to develop good parenting and life skills and be helped out of this potential downward spiral. MacKeith & Phillipson (1997), writing about young mothers, argue that being judgemental achieves nothing positive but it reduces self-esteem, engenders resentment and destroys the relationship between the midwife and her client. While some progress has been made towards achieving the 2010 targets, there is still much to do; ‘A guide to commissioning and delivering maternity services’ offers assistance in developing local strategies (Teenage Pregnancy Unit et al 2004).









Women with disability


Women with disability are increasingly becoming users of the maternity services as they seek to live full and autonomous lives. The midwife needs to allow sufficient time to assess how the disability may impact on the woman’s experience of childbirth and parenting and to work with her in identifying any resources that may alleviate perceived difficulties. Assumptions should not be made on visual observation alone. Where possible, the woman should have a named midwife with whom she can build a trusting relationship and have continuity of care. An introduction to other professionals who may be involved in the care should be considered early in pregnancy. Comprehensive record-keeping will reduce the likelihood of repetitive questioning.


The woman will probably be well informed about her disability but may need the midwife to provide advice on the impact that the physiological changes of pregnancy and labour may have on her, for example the increased weight and change in posture. Some women and their partners may raise concerns regarding a genetic condition that could be passed on to their baby and need referral to specialist services such as a genetic counsellor. Midwives and other healthcare professionals should recognize the need to approach antenatal screening in a sensitive manner (see Ch.18). Midwives need to be aware of local information pertaining to professional and voluntary organizations and networks and adopt a multidisciplinary approach to planning and provision of services. The Common Assessment Framework may be an appropriate tool for the midwife to use to ensure a coordinated multi-agency approach to care (DfES 2006).


A birth plan will help the woman to identify her specific needs alongside the issues that most pregnant women are concerned with, such as choice of pain relief and views on interventions. Midwives should empower women with a disability to make informed choices about all aspects of their antenatal, intrapartum and postnatal care (RCM 2000a). If the woman is to give birth in hospital it may be helpful for her to visit the unit, meet some of the staff and assess the environment and resources in relation to her special needs. A single room should be offered to her to facilitate the woman’s control over her immediate environment and, where appropriate, to adapt it to accommodate any equipment that she may wish to bring with her. A woman who is blind or partially sighted may prefer to give birth at home where she is familiar with the environment. If she has a guide dog then consideration needs to be given to its presence in the hospital environment.


Women with learning difficulties may need a friend or carer to help with the birth plan but the midwife should not overlook who is the client; she must involve her as much as possible and recognize that she may have feelings and anxieties that she is less able to articulate.


Midwives need to understand the worldview of women with disabilities in order to shape the maternity services to meet the individual needs of these women. They need to value key principles of rights, independence, choice and inclusion. Many women with disability may have been educationally disadvantaged, as they may have had to miss compulsory education in school years because of receiving medical treatment. The disability may have led to social isolation, which in turn could have restricted the woman’s awareness of available services. Midwives also need to have knowledge of the potential effect that disability may have on the individual woman as a recipient of maternity care.









Women living in relative poverty


It is well documented that women living in poverty are more likely to suffer health inequalities and have a higher rate of maternal and perinatal mortality (Lewis 2007, Lewis & Drife 2004, Townsend & Davidson 1982, Whitehead 1987).


Tackling inequality is high on the public health agenda and the midwife has an important role in targeting women in need. Sure Start and Sure Start Plus schemes have contributed to bringing services together and addressing the needs of disadvantaged parents; see Box 3.2, Karen’s story.





Box 3.2 Karen’s story


‘Karen’ escaped domestic abuse with her son – so serious that she had to change her name so that she could not be traced. She also has a criminal record for fraud (she forged a name to obtain goods when she was desperate for money). She has now met a new partner and has had a baby. Her life is really improving, they are buying a house through a council partnership scheme and she now has a part-time job. Karen believes her ‘success’ has been greatly helped by support from Sure Start.


‘Hello, my name is Karen, mum to Ethan, 7 years and Chloe, 6 months. We are regular users of the Sure Start services. My son, Ethan has some special needs and has one-to-one support from Claire who gives him the understanding that he needs; she also helps me with trying to help Ethan and it has made a fantastic difference. While I was pregnant with Chloe, I used Maria, the midwife, who came to me as I found it hard to get around; she checked my baby’s heartbeat – that was lovely to hear. She also gave me her mobile number and if I ever needed her I could just call and when you have a high risk pregnancy it is such a reassuring feeling to know someone is there for you. On a Friday I go to an art and craft group, we learn new skills, from making purses to painting. I have also run a group on a Monday for mums over 24, as I felt this service was lacking, but without the support of Megan and Nasreen to do this I would not have done it. I moved to this city about three and a half years ago and was very lonely and isolated, but joining the groups at Sure Start I now have a good circle of friends and I have my confidence back. All of the workers at Sure Start do a great job and a lot of people don’t realize how much work they do with individuals and in the community. I would like to say a big thank you to you all.’





Salmon & Powell (1998) recognize that midwives should be sensitive to the financial difficulties that some women face and should not give inappropriate advice that may reinforce an already vulnerable situation. They also recognize that concepts such as continuity and choice may be viewed as secondary for women struggling with the daily reality of managing poverty.









Women from the black and minority ethnic communities


The UK has continued to see major demographic changes in the profile of its population and is more ethnically diverse now than ever before (Office for National Statistics, ONS 2001). According to the 2001 census, there are approximately 4.6 million people from a BME origin residing in UK, constituting 7.9% of the total population, having risen from a figure of 3 million (or 5.5%) in 1991. Of these, nearly 50% of the population account for South-Asian origin (people of Indian, Pakistani, and Bangladeshi backgrounds) and approximately 2% of the people are from Black backgrounds, that is, Black Caribbean, Black Africans and Black other and 0.4% each of Chinese and of various origins including Arabs and ‘mixed’ backgrounds.


However, there is considerable variation in the distribution of the BME population within the UK countries and within the regions. The BME population is principally located in England, where the BME population is approximately 9%; in Scotland and Wales the BME composition is of approximately 2% each and in Northern Ireland it is less than 1%. These statistics are important for maternity services, so that they can respond to the demographic composition and diversity of BME populations. However, Britain’s BME population not only differs from the majority of the population but also has sub-groups which differ from each other in terms of culture, lifestyle, language and religion.


When referring to multi-ethnic societies, a basic understanding of the culture is often assumed to mean the way of life of a society or a group of people and is used to express social life, food, clothing, music and behaviours. The concept of culture has been defined by many (Helman 1994, Leininger 1978, Lewis 1976), providing a variety of insights into the concept. However, the commonalities are that culture is learned, it is shared and it is passed on from generation to generation. Members of the society learn a set of guidelines through which they attain concepts of role expectancies, values and attitudes of society; it is therefore not genetically inherited but is socially constructed and the behaviour of individuals is shaped by the values and attitudes they hold as well as the physical and geographical surroundings in which they interact. Individuals perceive and respond to stimuli from economic, social and political factors in different ways and they will be affected differently according to age, gender, social class, occupation and many other factors. Culture is very much a dynamic state, it is not a group phenomenon and to treat it as homogeneous can be quite dangerous as it can lead to generalizations. Some aspects can be true for some and not for others belonging to the same cultural group.


An understanding of some of the cultural differences between social groups is essential in ensuring that professional practice is closely matched to meet the needs of individual clients, promoting the delivery of culturally congruent care. An understanding of the role culture plays in determining health, health behaviours and illness is essential when planning and delivering services that meet the health needs of the local population. However, some caution the role of culture in explaining patterns of health and health-related behaviour, arguing that emphasis on culture diverts attention away from the role of broad structural process in discrimination and the role that racism plays in health status (Ahmad 1993, 1996, Stubbs 1993). In practice then, emphasis on culture could lead to attributing inequalities entirely in cultural differences, diverting attention from the real causes of discrimination and racism often faced by women from diverse backgrounds.


Ethnic diversity in the UK has created major challenges for maternity services. In the triennium 2003–2005, more than 20% of births in the UK were to mothers who themselves were born elsewhere (Lewis 2007). CEMACH reports have demonstrated that the inability to respond appropriately to the individual needs of women from different backgrounds is reflected in persistent poor health outcomes for both mother and baby (Lewis 2007, Lewis & Drife 2001, 2004). The last two decades have seen a much more consistent approach to health policy to redress this discrepancy and, coupled with the Race Relations (Amendment) Act of 2000, has propelled widespread transformation underpinned by the duty to promote racial equality, firmly placing the responsibility for responding to ethnic diversity on provider organizations and healthcare professionals (DH 1997, 2000a).


Gerrish et al (1996) found that midwives lacked knowledge of many issues when providing care to women from BME groups but were concerned to learn more. Healthcare professionals who are not equipped with basic information about ethnic groups are more likely to make assumptions about the needs and preferences of women based on inaccurate stereotypes. It is critical that midwives should be equipped with knowledge, enabling them to provide high quality, anti-discriminatory care that is appropriate and responsive to the varied health needs of the diverse population.


Women from the BME population experience disadvantage and are socially excluded for two main reasons. First, some women are more likely to be categorized into lower socioeconomic status; they are predominantly residents of deprived inner city areas, have poor housing, are at risk of high unemployment, and have low paid occupations, poor working conditions, poor social security rights, and low income, all of which lead to poverty. Often factors, such as lifestyle, environmental factors and genetic determinants are cited as indicators of poor health outcomes dismissing key social determinants of poverty, poor housing and poor education (Nazroo 1997, Platt 2007).


Second, because their skin colour and ethnic origin make them visible minorities, they are more likely to experience racial harassment, discrimination and social inequalities (Nazroo 2001). Institutionalized racism and general reluctance by organizations and individuals to address the sensitive issue of ethnicity are likely contributors to inequalities of health and access to maternity services (RCM 2003). It is important to understand concepts of discrimination and racism and how this can marginalize women.


Discrimination is a process whereby one person is treated less favourably than another and occurs when prejudice is brought into action, often to the disadvantage of particular groups or individuals. Discrimination can operate in two forms: (a) Direct discrimination operates at an individual level and (b) indirect discrimination is usually at an institutional level. Direct discrimination arises where an individual is treated less favourably, on the grounds of gender, ‘race’, disability, sexual orientation, religion, culture or age, than another person would be treated in the same or similar circumstances. An example from the Commission for Racial Equality follows (CRE 1994, p 22):





A receptionist at a community health clinic tells a black woman that there are no appointments available for at least 2 weeks. She then proceeds to offer a white woman an appointment for the next day.





Indirect discrimination occurs when a requirement or condition that applies to everyone has the effect of excluding a significantly greater proportion of people from a particular group than others. An example adapted from the CRE (1994) is:





An antenatal clinic offers classes on breathing and relaxation techniques for expectant mothers. These classes are also open to their partners. Women from some ethnic groups who experience difficulty in discussing childbirth issues in male company often drop out or do not attend. They miss out on these facilities, as there are no classes for women only.





Racism on the other hand, is a doctrine or ideology or dogma that is underpinned by the assumption that some groups are superior to others, and is interpreted as the systematic oppression of individuals or groups based on their skin colour or ethnic origin (Fernando 1991). Racism is associated with power that enables individuals, or institutions to make things happen or prevent them from happening. It is the enactment of prejudice and discrimination, either at an individual or institutional level, by those who are in power either by an act of deliberation or unintentionally.


Racism can operate at an individual and/or institutional level. Individual racism operates through the behaviour of people at a personal level, leading to discrimination. An example of individual racism is where a healthcare practitioner does not offer translating or interpreting services because she believes that while in England, everyone should speak English. This in fact will lead to a poorer quality of service.


Institutional racism, on the other hand, is ‘the collective failure of an organization to provide an appropriate and professional service to people because of their colour, culture or ethnic origin. It can be seen or detected in processes, attitudes and behaviour which amount to discrimination, through unwitting prejudice, ignorance, thoughtlessness and racist stereotyping, which disadvantages ethnic minority people’ (Macpherson 1999, p 28). This suggests that institutional racism is essentially a situation when racial prejudice becomes part and parcel of institutions and is set in the structures of the society, so that long-standing practices can cause organizations to discriminate unintentionally.


Often the term ‘race’ is used to refer to people from the BME communities. This term is underpinned by the premise that people are differentiated by specific genetic and physical characteristics (e.g. Caucasian, Negroid, etc.) and are connected by common descent and origin. However, the scientific explanations reject the notion that there is a biological difference in the ‘races’, arguing that there is little genetic difference between different ‘races’ and, more so, that genetic differences within ‘races’ are greater than the differences between ‘races’ (Rose & Rose 1986). Notwithstanding this, ‘race’ is widely used in the social and political context and is associated with concepts, such as discrimination and racism.


Ethnicity has largely replaced the term ‘race’, encompassing all of the ways in which people from one group seek to differentiate themselves from other groups. ‘Ethnicity is an indicator of the process by which people create and maintain a sense of group identity and solidarity which they use to distinguish themselves from “others”’ (Smaje 1995, p 16). Ethnicity is a self-claimed identity and is socially constructed; people of a particular group have a common sense of belonging, and have shared beliefs, values and cultural traditions as well as biological characteristics. In general, people use these terms to identify the ‘other’ groups but it must be remembered that all people have a culture and ethnicity.


When people value their own culture more highly, perceiving their cultural ways to be the best, they devalue and belittle other ethnic groups, perceiving ‘others’ culture as bizarre and strange; this is referred to as ethnocentrism. Ethnocentric behaviour, in particular when other individuals’ cultural requirements may be ignored or dismissed as unimportant, would do very little to meet the tenets of woman-centred care and hinders the delivery of responsive care. Many maternity services are still based on an ethnocentric model, e.g. education for parenthood is not culturally sensitive where women and their partners are positively encouraged to attend jointly (Katbamna 2000).


BME groups as users of the maternity service: The majority of women from BME groups express satisfaction with maternity services. While some argue that ethnicity is not a marker for good or poor quality (Hirst & Hewison 2001, 2002), others have reported a plausible relationship between ethnicity and women’s proficiency in speaking and reading English with poor quality of care (Bharj 2007, Bowes & Domokos 1996a, 2003). Many women assert that their ability to access maternity services is impaired because they are offered little or no information regarding options of care during pregnancy, childbirth and postnatal period (Bharj 2007, Katbamna 2000). Women are therefore not aware of the range of maternity services and choices available to them. For example, a video plus leaflet on hospital delivery in Bengali will tell only half the story with respect to birth options if the leaflet on home birth is available only in English (CRE 1994). Women who do not have full and appropriate information cannot easily access health services and the consequence is poor uptake of maternity and other preventative services.


Extensive evidence indicates that lack of proficiency to speak and read English adversely impacts on women’s experience and their ability to access and utilize maternity services (Bowes & Domokos 1996a, Chan 2000, Katbamna 2000, Woollett & Dosanjh-Matwala 1990a,b), impacting adversely on the quality of maternity services and maternity outcomes (Lewis & Drife 2004). Often lack of interventions to overcome communication and language barriers, such as qualified interpreters is cited as a major challenge in accessing maternity services (Harper-Bulman & McCourt 2002). Use of relatives or friends as interpreters during sensitive consultations is viewed by women to be inappropriate. In some studies, women reported that their requests to see a female doctor were dismissed and they were distressed when treated by a male doctor, particularly when they observed purdah (Sivagnanam 2004).


Some women from the BME communities have reported that midwives are unable to develop positive relationships with them, marring their childbirth experiences (Ellis 2004, Woollett & Dosanjh-Matwala 1990a,b). Midwifery care based on discriminatory attitudes and institutional racism has not only tarnished women’s maternity experience but has led to substandard care (Bharj 2007, Bowler 1993a,b, Richens 2003, Sivagnanam 2004).


Consequently, women in such environments feel that the reception and handling they receive is less than adequate and they are left feeling humiliated. Those women who have poor experiences of maternity services are less likely to access maternity and preventative services readily. Often, service provision is inappropriate and insensitive with claims that stereotyping and discrimination within the NHS remain major issues that underpin their experiences of maternity services. The following two key elements can assist in the provision of equitable maternity services:



1 ensuring that women from the BME communities have full evidence based information about maternity services, understand what it offers and when and how they can use it



2 ensuring that all health services, including maternity and preventive services, are appropriate to the healthcare needs of the local population, including those from the BME population, and that they are delivered in a manner that is ethnically sensitive.






Asylum seekers


Midwives need to be aware of the complex needs of this group of vulnerable women who, in addition to the problems described above, have often experienced traumatic events in their home country, may be isolated from their family and friends and face uncertainty regarding their future domicile.












Women from travelling families


It would be wrong to categorize travelling families as a homogeneous group. This umbrella term merely serves to describe the nomadic nature of their lifestyle but fails to recognize their origins or the social context of their lives. Travellers may belong to a distinct social group such as the Romanies, their origins may lie in this country or elsewhere such as Ireland or Eastern Europe, or they may be part of the social grouping loosely termed ‘New Age’ travellers or part of the Showman’s Guild travelling community. As with all social groups, their cultural background will influence their beliefs about and experience of health and childbearing.


A common factor, which may apply to all, is the likelihood of prejudice and marginalization. Midwives need to examine their own beliefs and values and develop their knowledge to address the needs of travelling families with respect and provide a service which is non-judgemental. An informed approach to lifestyle interpretation may stop the midwife identifying the woman as an antenatal defaulter with the negative connotations that accompany that label. Moving on may be through choice related to lifestyle, but equally it may be the result of eviction from unofficial sites.


Some health authorities have designated services for travelling families that contribute to uptake and continuity of care. These carers understand the culture and are aware of specific health needs; they can also access appropriate resources, for example a general practitioner (GP) who is receptive to travellers’ needs. A trusting relationship is important to people who are frequently subjected to discrimination. Handheld records contribute to continuity of care and communication between care providers, but the maternity service also needs to address communication challenges for individuals who do not have a postal address or who have low levels of literacy.









Women who are lesbian


Evidence suggests that an increasing number of women are seeking motherhood within a lesbian relationship. The exact numbers are unclear as it is the woman’s choice as to whether she makes her sexual orientation known. The midwife can, however, create an environment in which she feels safe to do so. Communication and careful framing of questions can reduce the risk of causing offence and assist the midwife in the provision of woman-centred care.


Wilton & Kaufmann (2001) identify the booking interview as the first time, as a user of the maternity service, that the woman must consider how she will respond to questions such as ‘when did you last have sex?’ or ‘what is the father’s name?’ Issues such as parenting, sex and contraception may have different meanings for the midwife and the woman and therefore careful use of non-heterosexist language by the midwife will help to promote a climate for open communication (Hastie 2000, p 65). Hastie argues that the ‘realities of lesbian experiences are hidden from the mainstream heterosexist society and so stereotypes are rife among health practitioners’; she goes on to say that oppression and invisibility damage health. The RCM (2000b) Position Paper 22 on maternity care for lesbian mothers, states that midwives should take a lead in challenging discriminatory language and behaviour, both positively and constructively. Wilton & Kaufmann (2001) suggest that this can be achieved by developing awareness and understanding, signaling acceptance and improving service delivery.












Midwives meeting the needs of women from disadvantaged groups


Midwives are in a unique position to exploit the opportunities created by the NHS reforms to deliver equitable services, and to create responsive organizations and practices. They have a moral, ethical, legal and professional responsibility to provide individualized care and to develop equitable service provision and delivery (NMC 2008).


The Race Relations (Amendment) Act 2000, the Disability Discrimination Act (DDA) 2005 and the Equality Act 2006 require all organizations to produce schemes that promote race, disability and gender equality in employment and service provision and delivery.


Midwives have a statutory obligation to provide relevant and responsive maternity services for all women and their families. Organizations and individuals are charged to develop and deliver maternity services in such a way that they give an important consideration to the needs of women from disadvantaged groups as well as reducing inequalities of health.


Midwives play a key role in bringing about change. They have a responsibility to facilitate an environment that provides all women and their families with appropriate information and encourages more active participation in the decision-making process, including ensuring ‘informed consent’.






Competence in working with women from disadvantaged groups


Midwives need to be knowledgeable and understand their own values, attitudes, norms and expectations that affect their professional practice. They must understand the backgrounds of the clients, enabling them to respond equitably and appropriately. Midwives also need to be aware of issues of prejudice, discrimination and racism and how these manifest themselves in the provision and delivery of healthcare and may act as a barrier to seeking healthcare.


Midwives need to be equipped with knowledge and understanding of cultures and lifestyles of the women for whom they care. It is only then that they can feel confident to plan the services that the women require and deserve. Several texts provide essential background knowledge concerning women who experience disadvantage; although such background information is helpful, midwives should adopt a critical approach to reading such material and applying it to individual women in order to avoid generalizations and stereotypical responses. It is evident that prior knowledge is helpful, however midwives should develop sensitive approaches through which they can ascertain this information from the women which will assist with delivery of responsive care as well as assist the development of relationships between women and midwives.









Meeting information needs


Women from disadvantaged backgrounds often lack knowledge and understanding of the maternity services. They are not always given adequate information about the full range of maternity services and options of care available to them during pregnancy, labour and postnatal period. Often information is not available in appropriate formats to reach women who have visual or hearing impairment or who lack proficiency in speaking and reading English. Therefore, they are unaware of the range of maternity services and choices available to them.


Many women, for example those from lower socioeconomic groups or from the BME groups, feel less confident than others in actively participating in making decisions about the care they receive and indeed are less able to make informed choices. They are unable to give informed consent. These factors leave the women feeling frustrated and isolated, marring their experience of maternity services as well as their relationships with midwives.


Midwives should take account of the difficulties encountered by women who are less familiar with the health services and less confident, and ensure that they create an environment that empowers the woman to explain her views and wishes regarding her maternity care.


Consideration should be given to other service users of maternity services, for example, fathers who are the sole carers for their babies have reported that the majority of information on pregnancy and childbirth is aimed at women and their informational needs are not addressed.









Communication and language needs


Communication is a bedrock on which to promote access and woman-centred services, for two reasons. First, women can access and use services only if they are aware of their existence. Midwives can overcome this issue by communicating appropriately and giving timely information to enable women to access maternity services. Second, many women from disadvantaged backgrounds are not confident and are unable to express their needs and preferences to the midwives and so fail to utilize services effectively (Davies & Bath 2001, Hart et al 2001). Consequently, exercising choice and control over the care they receive becomes a challenge and women-centred care will remain a myth for them (Hunt & Symonds 1995, Neile 1997, Stapleton 1997). Midwives can play an important role in facilitating two-way communication to enable women to participate in making decisions about the care they want, need and receive.


Communication difficulty, due either to linguistic limitations or to other forms of disability remains problematic (Baxter 1997, Bowes and Domokos 1996a, Hart et al 2001, Woollett & Dosanjh-Matwala 1990a). Midwives claim that communication and language difficulties hinder the delivery of effective maternity services and have expressed dissatisfaction with the care they provide when they cannot effectively communicate with women who lack proficiency in speaking English, or women with hearing or visual impairment. They state that inability to understand the women as well as explain themselves leaves them frustrated (Audit Commission 1995). Often midwives unintentionally exhibit these frustrations in their behaviour and attitude, which are negatively perceived by the women, marring their experience of maternity services. Consequently, women are less likely to access maternity and preventative services readily.


Midwives recognize that communication and language difficulties may be addressed by making use of professional qualified interpreters or liaison workers or signers (Hayes 1989). However, despite recognition of the value of qualified interpreters in improving service provision and satisfaction, interpreting services are not adequately meeting the demand (Baxter 1997). In practice, the use of qualified interpreters is intermittent and fragmented. Financial resources, midwives beliefs and attitudes, time constraints and the nature of employment of qualified interpreters determine the availability of qualified interpreters (Bharj 2007).


To overcome communication and language difficulties, often women are encouraged to bring their own interpreters (e.g. adults, family members, neighbours and children) (Katbamna 2000). Relying on such measures leads to ‘making do’ and ‘making the best of the situation’. Five women out of a total of 19 who died as a result of domestic violence could not speak English and in all cases the husband acted as interpreter (Lewis 2007). Although interpreter or translator contributions can be useful in overcoming communication difficulties, they can be major barriers during the consultation process, especially when discussing sensitive and personal issues. Voluntary interpreters or relatives and friends are often untrained in the art of interpreting, have little or no knowledge of the NHS and are often confused themselves by medical terminology.


For many, the use of interpreters will be fundamental in the communication process. To this end, midwives should be adequately prepared to use them effectively, taking into account the need for privacy and dignity. Midwives should also utilize interpersonal skills effectively and be sensitive to the communication process between themselves and women who experience communication difficulties so as to create an opportunity for effective and efficient exchange of information. This would serve to provide women with clear, balanced and evidence-based information that they can understand, enabling them to make appropriate informed choices and exercise control over the care they receive.


In circumstances where women cannot effectively communicate with their midwives, they are unable to fully participate in decisions made about their care. These women feel that professionals and hospitals ‘take over’ and make decisions about them without first discussing all the options, or informing them of their rights. Box 3.3 provides suggestions for developing a communication and information strategy.





Box 3.3 Communication and information strategy






• Provide information in appropriate community languages and formats to all consumers regarding choices and the services available



• Explore different mediums of communication, for example audiotapes, videotapes, appropriate and sensitive pictorial information, Braille and large print, language line



• During the translation process, ensure that translators are experienced in the appropriate field, and are familiar with medical terminology used



• Take into consideration sensitivity of cultural/religious beliefs when presenting information



• Ensure that publicity/information materials project positive images of people from the black and minority ethnic communities, women with disability and other groups who are at risk of being socially excluded



• Explore various channels for the dissemination of information to members of socially excluded groups, for example, local ethnic press, radio, television and local community road shows.





Midwives play a key role in bringing about change. As advocates of women, they should ensure that the needs and wishes of women, in particular those who may not be able to communicate effectively, are taken into consideration during the planning and delivery of services. As change agents, they will need to utilize skills of adaptability, flexibility and political awareness in the development and implementation of innovatory practices to ensure that they are available equitably to all women. Midwives should actively participate in raising awareness of the available services among all women.









Working in partnership


For midwives to work in partnership with women, they need to develop a meaningful relationship with women. Partnership working and its impact in promoting woman-centred care has been discussed in detail, identifying issues such as trust, power and empowerment need due consideration (Calvert 2002, Kirkham 2000). Issues of trust and confidence between women and midwives contribute to meaningful relationships, facilitating an environment where the midwife can ascertain the needs and preferences of the women as well as providing appropriate information so that the woman can make informed choices and be involved in decision-making about her care. Midwives, however, acknowledge that they have difficulty in developing positive relationships with some women, in particular those from a disadvantaged background (Hart et al 2001). Midwives provide the necessary physical care but not appropriate emotional and psychological care and as a result do not really get to know them (Bowes & Domokos 1996a). Often when there is no feedback from these women, midwives get frustrated and angry.


Stereotyping and discrimination play a major role in hindering the development of meaningful relationships. There is well-documented evidence illustrating the detrimental effect of discrimination and racism on people’s health (Virdee 1997). Several studies confirm that midwives commonly use stereotypes of women in determining their needs and preferences and utilize these to make judgements about the kind of care women deserve, as well as what a particular woman is likely to want during labour and birth (Bowler 1993a,b, Green et al 1990, Pope et al 2001). Often these stereotypes and prejudices have detrimental effect on women’s maternity experiences (HCHC 2003, Redshaw et al 2007).


Women who are ‘more visible’ are more likely to be negatively stereotyped and negative experiences may be significant factors in reducing women’s confidence and prevent them from exercising choice and control over the care they receive. For example, women with disabilities are cared for in a paternalistic manner, which hinders their empowerment; women from travelling families are viewed by society as a threat, dishonest scroungers and dirty; women from South Asian backgrounds are seen as stupid, smelly, attention-seeking, making too much noise during labour and having low pain threshold (Bowler 1993a,b). When professional practices are based on these stereotypes there can be harrowing consequences, for example, in Bowler’s study (1993a,b), based on the assumption that Asian women have low pain threshold it was found that midwives often withheld pain relief from them as they considered they were not in real need nor deserving of such care.


Many organizations and midwives claim that they treat everyone the same; care delivery is based upon individualized practices, informed by normal policies and routine practices and women’s backgrounds make no difference. This approach is possibly based upon the premise that equal provision is made for all women and the women are expected to integrate and make use of the pre-existing services. This approach in itself can lead to discriminatory practices, where universal provisions fail to meet specific health requirements of women from disadvantaged groups.


Women from socially excluded groups are often seen to have ‘special needs’, making extra demands on the service. Emphasis on cultural differences that account for ill health, for example tuberculosis, rickets, hepatitis, has contributed towards pathologizing culture. Hence, government initiatives such as the ‘stop the rickets’ and the ‘Asian mother and baby’ campaigns have been criticized by many from the BME who claim their communities are singled out, with the blame on their cultural dietary habits or lifestyles, or even their inability to care for their children (Rocheron 1988, Torkington 1984). These approaches focus on cultural idiosyncrasies with particular emphasis on linguistic or cultural differences and quite effectively obscure power differentials between minority ethnic groups and the majority.


Discriminatory attitudes and hostility coupled with their adverse impact on women will do little towards the development of a meaningful relationship. Consequently, partnership working will be rhetoric for women from disadvantaged background as will issues of continuity, choice and control. Midwives need to consider such issues and where possible draw upon transcultural models to provide anti-oppressive care promoting the tenets of woman-centred care for women from disadvantaged groups.












Conclusion


This chapter has focused on a number of issues that require consideration by organizations and midwives when providing and delivering maternity services to all women and their families, in particular those who are most at risk of being excluded. The NHS reforms coupled with government proposals to modernize maternity services to respond effectively to the contemporary population have created exciting opportunities for healthcare practitioners to develop and implement equitable services. However, midwives cannot achieve this huge agenda on their own; organizations have to create an environment to drive some of these changes at a strategic level. The needs and preferences of women from disadvantaged backgrounds must be brought into the mainstream and integrated into the planning and commissioning processes through effective meaningful engagement. The voices of the members who are most at risk of exclusion should be listened to at every point of the planning and commissioning cycle. It is only then that we can provide responsive and appropriate services to meet the needs of all women and their families.
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Midwives hold an important key to positive care around the time of childbirth that will contribute to a good start for the baby and parents during this critical period of human life. The key to unlocking the potential of midwifery is the appropriate organization and culture of care. Where the organization of care is right, allowing for continuity of care, the exercise of autonomy in practice, good support and a strong community base, midwives may provide more effective, sensitive and appropriate care. Highly centralized, fragmented care in which professional autonomy is not possible, severely restricts the potential of midwives to make their full contribution to the care of childbearing women. This chapter examines the principles of midwifery and the way that the organization of practice and the culture or ethos of care may be developed. This reformed midwifery will be referred to as ‘The New Midwifery’ (Page & McCandlish 2006).


This chapter aims to examine



• the background to recent changes to the patterns and culture of practice



• the principles of the new midwifery



• key characteristics of different patterns of practice



• how different patterns of practice may support these principles



• working in different ways



• how to manage situations in which neither midwives nor women have a range of choices about how and where to give birth, or the pattern of practice.






Background


The roots of midwifery lie in the care of childbearing women by other women from their own community or family. Even after the professionalization of midwifery, with the registration of midwives, the majority were community-based. The majority of births were home births, with the balance of home versus hospital births being altered over the last half century in the UK. This brought about a division between hospital and community midwifery; where midwives were hospital-based they were organized on a model of acute care nursing. Thus, care became highly fragmented. In addition, as maternity care became more and more technical and medical in its nature, it became more difficult for midwives to practise autonomously. Thus, the potential for an ongoing relationship between the woman and her midwife was eroded, and the ability for midwives to use all their skills and knowledge and to manage care was diminished.


Since the early 1980s, much work has been undertaken to redevelop continuity in the relationship between women and their midwives, and to enable midwives to practise more autonomously. This work has happened in many parts of the world. It has consisted of changes in midwifery regulation, and in policy at governmental and local level, of developments of innovative practice and of research and evaluation. In some countries, e.g. the Netherlands, New Zealand and Canada, many midwives are not employees of a health service but may work in publicly or insurance-funded independent practices. Ideally, although practising independently, these midwives have access to local health services with mechanisms for consultation, referral and transfer when problems occur. In two of the Provinces of Canada, for example, midwives have admitting privileges to local hospitals where they are part of medical departments (Page 2000, Sandall et al 2001).






The new midwifery


What has arisen from these developments in policy and practice is a reformation of midwifery that takes in some of the historical values and functions of midwifery while adapting it to the needs of the modern world and more complex health services. What has been called the ‘new midwifery’ has emerged over recent years.


The internationally accepted definition of a midwife is a basis for understanding the scope of practice of midwifery (Nursing and Midwifery Council [NMC] 2004). However, it is only a starting point. This definition provides no ideas on how midwifery is similar to medical maternity practice, and how it differs. There are two aspects of effective midwifery that make it unique. First, midwives are the specialists in normal labour and birth, and hold the potential to support normal healthy outcomes. Second, midwives have the potential to work through a personal relationship with women (the original meaning of midwife) through the whole of pregnancy, birth and the early weeks of life, including labour; this relationship has been described in a number of ways that include one of friendship, of partnership and of skilled companion. Such a relationship is crucial to developing the new midwifery into practice.












Principles of patterns of practice for the new midwifery


The development of the new midwifery contains essential elements. These are:



• working in a positive relationship with women



• being aware of the significance of pregnancy and birth and the early weeks of life as the start of human life and the new family



• avoiding harm by using the best information or evidence in practice



• having adequate skills to deliver effective care and support



• promoting health and well-being.


The principles of patterns of practice that support development of the new midwifery are as follows:



• woman-centred care, including choice, control and continuity for women. Wide access to care is crucial



• the potential for the development of a personal continuous relationship between the woman and her midwife



• community-based care



• midwifery autonomy and a clear expression of the distinct nature of midwifery practice, including the support of normal or physiological birth



• appropriate support for midwives



• a positive organizational culture



• an interface with other professionals, midwives, doctors, nurses and health visitors, and hospitals and mechanisms for consultation, referral and transfer



• cost-effectiveness.


I will discuss each of these principles in detail, then the patterns of practice that will support them.









Woman-centred care, access, choice, control and continuity


The term ‘woman-centred care’ is often used to describe the philosophy of care promoted in the early 1990s in the UK (House of Commons 1992, DH 1993, SOHHD 1993). This term means that women and their families should be at the heart of everything midwives do in practice. They should be given choice in the place of birth, caregiver and care, and be given control over their own care and experience. Two keys to achieving these principles are the provision of continuity of carer – a professional who they could get to know and trust over time who would provide and manage most care – and the restoration of autonomous midwifery.


The policy document Maternity Matters: Choice, access and continuity of care in a safe service (DH 2007) widens the principles of woman-centred care in an important way. While some of the principles of the earlier policy documents remain, Maternity Matters also includes the importance of access to care. Widening access to care is important in the light of inequalities in the experience and outcome of care that are influenced by ethnicity and deprivation. Maternity Matters also sets out plans for a reconfiguration of services that will centralize more medically led and complex care in larger hospitals, and provide midwifery-led care in community-based services. This will provide a guarantee of:



1 Choice of how to access maternity care



2 Choice of type of antenatal care



3 Choice of place of birth – depending on their circumstances, women and their partners will be able to choose between three different options. These are:


• a home birth



• birth in a local facility, including a hospital, under the care of a midwife



• birth in a hospital supported by a local maternity care team including midwives, anaesthetists and consultant obstetricians. For some women, this will be the safest option.









Choice of place of postnatal care


The exercise of choice is a complex process that is harder than it sounds, but is important. Widening access to maternity care is one of the most important issues of modern day services and may be linked to continuity and choice in care. In this chapter, I argue that whichever way the maternity services are reconfigured the basis of effective, safe and positive care is a continuing relationship with one named professional over the period of care. The named professional should provide most but not all care and should coordinate care.












Choice and control


To my mind the word ‘choice’ does not do justice to the way in which midwives work with women to help them retain personal autonomy and a sense of being a strong, powerful mother. A more accurate description would be to help women make informed decisions. The best decisions are informed not only by the evidence but also the health, personal circumstances and preferences, beliefs and values of individual women. The midwife is a mediator working with the health service in the interests of the woman and her family, using her experience and the best evidence and information. In Page & McCandlish (2006) a number of experienced midwives have given examples of how they have worked with individual women using the five steps of evidence-based care to help women in making the number of decisions that they face in modern and highly complex maternity services.


The five steps of evidence based midwifery are:



1 Finding out what is important to the woman and her family



2 Using information from the clinical examination



3 Seeking and assessing evidence to inform decisions



4 Talking it through



5 Reflecting on outcomes feelings and consequences.


In many ways, the idea is a simple one. Involving women in making decisions about their own care and that of their baby and having a respectful relationship with them should not be difficult. However, there are a number of things that will make it easier for midwives (and others) to work in this way. First, the choices need to be available. If, for example, the woman wishes to give birth outside of the hospital, this will obviously be difficult if no alternatives are available. Second, decisions are often set against a back drop of a health service in which intervention is the norm, and it is difficult for both midwives and the women they are caring for to make choices that go against this norm. It is particularly difficult to go against this norm if things do not work out as planned. Third, given the amount of information and the number of interventions available, and the diverse nature of many of the communities in which the midwives practise, it is very difficult to have a discussion over time on the basis of a relationship in which the woman and her midwife know and trust each other, unless there is some continuity of care.


The move to give women more personal autonomy and midwives more professional autonomy have paralleled each other over recent decades. Midwives whose scholarly work has been derived from practice have provided rich literature in which this idea of involving women in making decisions about their care and the care of their baby is seen as an important aspect of supporting a positive transition to parenthood in which the woman builds on her own personal strengths and finds confidence in making decisions about her care and the care of her child. This idea, called in shorthand form ‘choice’, represents one of the most fundamental shifts in values in the maternity services. It represents a shift from a situation in which women have things done to them, to a situation in which professionals work with women, planning care around their needs rather than along routine or institutionally driven lines.


Leap and Edwards (2006), in calling for a more nuanced examination of choice, highlight the context of oppression in maternity services and women’s lives, and criticize the idea of informed choice that puts the onus of control on the individual without recognizing that social inequalities are particularly powerful. Genuine choices are often limited by what is available and acceptable to local services and communities. To give women genuine choice requires a change to health services so that choices are actually available. It also requires that all professionals, including medical staff, are encouraged to look their beloved beliefs, practices and rituals in the eye and question them to see if they are genuinely likely to be beneficial to individual women and families. This is not an easy thing for any of us to do.









Working through a relationship with the woman


It is far easier to work with women in helping them make the right decisions for them and their baby and family, if decisions can be talked through, considered over time and in the context of a trusting and respectful relationship. Pairman (2006) describes the relationship as the medium from which midwives practise. Building this relationship requires continuity of care. Freely (1995, p 7) describes the importance of the structure of continuity of care well: ‘Midwives can do a better job if their work is structured in such a way as to enable them to become acquainted with and take responsibility for their patients’. Freeley described the care she received from a team of midwives as ‘care with a face and a memory and an ever open ear. It made me feel like an active participant’ (p 7). In comparison, the care she experienced in the conventional system was from a ‘faceless institution’. It is through the development of relationships between caregivers and childbearing women and their families that we make the change from faceless institution to humanistic supportive care.


The relationship between women and their midwives is seen by women as important in itself, and not only as an instrumental means of leading to other outcomes (Wilkins 2000). However, the development of a relationship is also the basis of the ability to give women choice and control, and helps in the support of physiological birth and in the comforting role of the midwife. Importantly, this relationship is the medium for the support the midwife may give the family in their journey to their new roles and responsibility, the transition to parenthood. As the skilled companion (Campbell 1984), the midwife acts as a guide and supporter, helping the woman through rough and difficult terrain, enjoying the pleasures and excitement of the journey, while allowing the woman and her partner to make their own journey and learn the lessons and gather a sense of their own strength from the journey and its completion.


If midwives know and understand the women they are caring for, and where trust has grown between them, they will find it easier to respond to individual needs, to comfort and to encourage women through some of the difficulties, not only of pregnancy and after the birth but also through labour and birth. Women describe the importance of knowing their midwife, particularly during labour and birth, and of the confidence and trust this brings (McCourt et al 2006).


Women who have received ‘continuity’ of care do not use the term continuity. These women talk about the value of knowing their caregivers and why this is important to them. Women tend to link supportive care with knowing their midwife (McCourt et al 2006).


In the study by McCourt et al (2000, p 282), women who had received one-to-one care described the importance of the availability of the midwife both directly and over time; the words of the women themselves describe the trust that develops and the way that knowing the midwife is reassuring as follows:





I knew exactly what was going to happen, when and how, that was one bit of it. Another thing is you knew the person there, and she was there only herself, no one else.





There is a sense of intimacy, of feeling that the midwife was accessible, on the same level as the woman:





Well I could talk to her about anything and say to her everything, that’s how much confidence I had in her.





Women also described the way midwives become a part of the experience:





Well they do know me, they recognize me, but my midwife, she was part of it, part of the birth, the baby.





Women talked about the midwife as a friend, as being like family. They described midwives they had come to know as ‘my midwife’ in contrast to ‘the midwife’ or ‘they’. There was a sense of closeness to the midwife, of a special relationship.


It is this ‘with woman’ aspect of midwifery that many midwives have tried to reintroduce to midwifery practice over recent years: the relationship that allows a spirit of ‘being with’ rather than ‘doing to’. Midwives have explained the great lengths they go to in order to develop the relationship that puts women at the heart of care, and seeks and supports their active involvement in their pregnancy and birth (Pairman 2006).


Midwives who describe the relationship, like women, describe it in terms of friendship, partnership, professional friendship and professional servant (Kirkham 2000). It is a relationship in which midwife and woman contribute equally, and is one of sharing, involving trust, shared control and respect, and shared meaning through understanding (Pairman 2000). It acts as a foundation for shared decision-making, and facilitates communication. Although called a friendship, it is not exactly a friendship because the midwife enters as an expert, and the relationship is usually terminated at the end of care. It can be seen as a friendship with a purpose.


The relationship is used intentionally to shift power towards the woman, what Cronk (2000) has described as the professional servant, but midwives cannot empower women unless they themselves are empowered (Kirkham 2000). The trust is not only by the woman from the midwife but requires that the midwife believes in or trusts the woman (Leap 2000). It is recognized that the most powerful help for a woman may come from doing as little as possible, as Leap (2000, p 2) puts it, ‘the less we do the more we give’. Although there are times, particularly in labour, when a midwife may need to take charge or take control, this works better when there is a previously formed relationship (Anderson 2000).









Importance of continuity and what it means


It is difficult to form the kind of relationship described unless the pattern of practice allows the provision of what has become known as ‘continuity of carer’. The term ‘continuity of carer’ is a description of the structure that is set up to enable the relationship between the woman and her midwife to develop over time. This structure should organize care so that individual women may receive most of their care from a named midwife. This named midwife provides and manages most of the midwifery care for a woman, and is likely to be available for critical events in the woman’s pregnancy including labour and birth. This is not the same as solo practice. In the most effective organizations the midwife has a partner or small number of partners who will stand in for the named midwife when she is unavailable, and who will also have formed a relationship with the woman. Essentially, in this system of care, midwives follow women through the service, rather than having women progress through a number of teams of people. The latter is an assembly line or conveyer belt of sorts.


The development of patterns of practice that allow true continuity of caregiver may require radical change. It will also require a system of on call for a large number of midwives. It is the need for these radical changes that has led to the development of tremendous controversy and debate around the need for continuity of carer, particularly among midwives. It has been claimed that what women really want is continuity of care – a shared philosophy. This denies the importance of the relationship in itself to women, and the use of self that a midwife may give in supporting and comforting and encouraging women. It also denies the difficulty of large numbers of people making complex decisions in the same way as others, given their own personal values and knowledge. In addition, the lack of a real knowledge of the medical history and personal values and preferences of the individual woman makes it very difficult to make personally sensitive and appropriate decisions.


It has also been argued that women have other priorities, such as the health of their baby and good information, as though such desires could be ranked in a hierarchy (Page 1995). Some have interpreted evidence in such a way that they argue women do not really want continuity of carer. In reality, evidence to refute or support the idea that it is important for women to have continuity of caregiver, or that particular outcomes are the direct outcomes of continuity of carer, is not easy to develop or interpret from the dominant paradigm of research: the randomized controlled trial. In addition, finding out about what women want from care around birth is difficult. Women tend to expect what is on offer (DeVries et al 2001). Even so, when surveys of women who have experienced ‘continuity of carer’ are undertaken, the majority indicate that it is important to them, and even in surveys of women who have not experienced ‘continuity of carer’, the majority indicate that it would be helpful to them. Moreover, qualitative research is beginning to explain why it is so important to so many women (McCourt et al 2006).


Much of the debate about whether or not women want continuity and about the interpretation of the outcomes of studies of continuity of care have focused on whether or not it is continuity as a shared philosophy of care that is important or whether or not it is knowing one’s midwife that matters. The hierarchy developed by Saulz and adapted for maternity helps clarify the concepts. The following is taken from McCourt et al (2006, p 143–144).





General reviews of continuity of care have tended to conceptualise continuity in a range of ways (Haggerty et al 2003). All have aimed to develop a common understanding of the concept of continuity in order to understand the impact in different settings. Unless we understand the mechanisms through which care delivered over time improves outcomes, continuity interventions may be misdirected or inappropriately evaluated.


From these various definitions, it appears that continuity can most usefully be defined as a hierarchical concept ranging from the basic availability of information about the woman’s past history to a complex interpersonal relationship between provider and woman characterized by trust and a sense of responsibility (Saultz 2003). At the base of this hierarchy is the notion of informational continuity. This concept might be the most important aspect of continuity in preventing medical errors and ensuring safety (Cook et al 2000), but by itself informational continuity might not improve access to, or satisfaction with care. Longitudinal continuity creates a familiar setting in which care can occur and should make it easier for women to access care when needed, but it does not assure a relationship of personal trust between an individual care provider and a recipient of care (Table 4.1).


By arranging these concepts as a hierarchy, it is implied that at least some informational continuity is required for longitudinal continuity to be present and that longitudinal continuity is required for interpersonal continuity to exist in a midwife–woman relationship.


There have been a number of ways of measuring continuity, i.e. who usually provides care, and for how long, normally based on the health record (Saultz 2003). However, these do not take into account the content of the visit and the nature of the interaction. Multiple definitions and measures have also made it difficult to generalize about the effect of continuity (Donaldson 2001). Research on whether continuity of care is effective has measured outcomes such as behaviours of recipients and caregivers, adherence to advice, use of services, clinical sequelae, clinician knowledge of patient’s conditions, costs, and patient and staff satisfaction. Surveys have shown that patients and staff value continuity and that it is positively associated with staff satisfaction, but the causal direction is unknown.


In maternity care, there has been debate about two important and subtly different concepts to examine here – ‘continuity of care’ and ‘continuity of carer’. Continuity of care means ensuring that there is a shared philosophy and approach to care that women experience. As we will show, this is often discussed but difficult to achieve in large fragmented systems of care, even where there is a ‘team’ approach. Continuity of carer means enabling midwives to organise their practice so that they may form a continuing working relationship with women in their care. It means enabling midwives to work with women through the whole of pregnancy, birth and the early weeks of newborn life, so that they may get to know each other and form a relationship that is based on trust between the two. This relationship, of trust and mutual respect, has been fundamental to the development of midwifery knowledge and wisdom.





Table 4.1 Hierarchical definition of continuity of care






	Level of continuity

	Description






	1. Informational

	An organized collection of medical and social information about each woman is readily available to any healthcare professional caring for her. A systematic process also allows accessing and communicating about this information among those involved in the care.






	2. Longitudinal

	In addition to informational continuity, each woman has a ‘place’ where she receives most care, which allows the care to occur in an accessible and familiar environment from an organized team of providers. This team assumes responsibility for coordinating the quality of care, including preventive services.






	3. Interpersonal

	In addition to longitudinal continuity, an ongoing relationship exists between each woman and a midwife. The woman knows the midwife by name and has come to trust the midwife on a personal basis. The woman uses this personal midwife for basic midwifery care and depends on the midwife to assume personal responsibility for her overall care. When the personal midwife is not available, coverage arrangement assures that longitudinal continuity occurs.







Adapted from (Saultz 2003) in McCourt et al 2006, with permission.


The development of a high level of continuity of carer may be the most difficult change to achieve, but is probably the most fundamental or important change to bring about. It is helped tremendously if community and hospital services can be integrated, and if most of a woman’s care is moved away from centralized institutions and given in the community.









Community-based care


If the midwife can become a part of the woman’s community, getting to know the woman and her family more personally, learning to understand their lives and the nature of the life around them, she will be able to be more responsive to them as individuals, and may be released from the depersonalization of the institution. This is also important in allowing midwives to respond to the needs and characteristics of different neighbourhoods and communities, and to understand the racial and ethnic mix and level of poverty or affluence of ‘her’ patch. Such knowledge helps in deciding whether the development of different community services, for example a shop-front practice or premises within a housing estate, are appropriate (Davies 2000). It takes healthcare to the community rather than expecting women to visit for healthcare. Increasing accessibility and attractiveness are important parts of good healthcare. Community-based care can be provided either in the home (e.g. antenatal visits at home, or a genuine choice of home birth) or in community centres, midwives’ or doctors’ surgeries or offices situated in the community. Small hospitals, and out-of-hospital birth centres, will provide care that is both near the woman’s own home and less acute care for at least a small group of women.


Second, when the care of childbearing women takes place in an acute care setting, in the main by specialists or consultants, there will be a tendency to use more medical and surgical interventions. Care provided by skilled, confident and experienced primary practitioners (midwives and family doctors or GPs) is more likely to support physiological processes and less likely to lead to unnecessary intervention (Page 2007).


Home birth will lead to a more profound change from hospital birth than any other change in the organization of care. The best evidence on the outcomes of home birth and the experience of home birth for women without complications or real risk factors shows persistently that there is a lower rate of interventions, and that women who ask for a home birth generally enjoy the experience (Page 2006). Birth at home means that the woman can relax in her own environment, and that she is in a different power relationship with professionals, who are invited into her home. Although there are exceptions (Edwards 2000), in general, the relationship is of a higher quality. Home birth brings with it its own pattern of practice, and on the whole it is easier to provide the woman with midwives she can get to know and trust.


Community-based care, if organized effectively, may increase access to care. Ensuring wide access is one of the most important factors in reducing inequalities in health and in increasing choice for the majority of women, not only the most informed or affluent. Saving Mothers’ Lives (Lewis 2007) reported that vulnerable women with socially complex lives, those from the most deprived areas of England and asylum seekers and refugees had a higher than average risk of maternal mortality (see Ch. 56).


The factors associated with this higher risk were problems with access, lack of follow-up care, inadequate translation, inadequate referrals, poor interagency working. Continuity of care is a way of combating these gaps in the service. Murray and Bachus (2005) describe a multitude of barriers to accessing timely and optimal care, including the lack of information in appropriate formats, negative and stereotypical attitudes of staff, lack of continuity of care, and poor communication and coordination between maternity and other services.


In England the linking of midwifery group practices with ‘Sure Start’ projects has provided an opportunity to work with other agencies in providing the complex support that more vulnerable and socially excluded and deprived women and their families may need. Sure Start is the government programme to deliver the best start in life for every child. Sure Start brings together, early education, childcare, health and family support in local communities. The One-to-One Midwifery Project at Guy’s and St Thomas’ Maternity Service serving a deprived community in South London had one midwifery practice working with a Sure Start Centre. There was a reduction in the ‘did not attend’ rate between the standard service and the One-to-One Service providing continuity of care (Singh et al, personal communication, 2007). The ‘did not attend rate’ is an important indicator. While the relationship between poor outcomes and failure to attend appointments is unclear, it was found that 17% of the women who died from indirect or direct causes booked for maternity care after 22 weeks’ gestation or had missed over four routine antenatal visits (Lewis 2007).









Midwifery autonomy – expressing the unique nature of midwifery in practice


To practise the new midwifery, the midwife needs professional autonomy. This does not mean, however, that the midwife should practise in isolation. She needs to work in an interface with other members of the healthcare team, while knowing that the contribution she makes is unique and cannot be made by any other member of the team. The midwife has specialist approaches and skills that no other member of the healthcare team has, even though some of her role will overlap with that of doctors, both GPs and obstetricians (Page 2001).


Professional autonomy requires that:



• the midwife is responsible for all care unless she makes a referral to another health professional



• any guidelines and policies should have been developed and approved by midwifery after a proper process of consultation.


The worldview of midwifery is to have confidence in normal or physiological processes, rather than feeling that these could fail at any moment. This worldview requires a different knowledge base, research interest and skill set in midwives. During pregnancy and birth, there should be sufficient focus on the woman’s experience, and help and support for distressing aspects of pregnancy and birth, as well as sharing the enjoyment and joy. Presence, comfort and appropriate touch, reassurance and encouragement are central aspects of midwife-led care. Particularly during labour and birth, midwifery autonomy allows the midwife to take into account the woman as an individual in making decisions about care, and to provide more flexible care. I have never been able to see how midwife-led care or autonomous midwifery can be effective without some basis of continuity. However, there is considerable debate about this matter and midwife-led care rather than continuity has been the aim of a number of innovations.









Supporting midwives


In most of the Western world, maternity services have been centralized into acute care hospitals. This is despite the fact that pregnancy is a normal part of the life of the majority of women, and that childbearing is in general a healthy life event. Instead it would be more appropriate for care to be given in the primary care sector of the health service, rather than by specialists in an acute care setting.


There are problems with the centralization of birth into acute care, including a tendency, referred to earlier, in all large organizations of people to move towards institutionalization. Kirkham wrote, ‘with the centralization of birth into hierarchically organized and increasingly large hospitals, midwifery increasingly adopted the responses and values of those institutions. All these responses served to protect the status quo which reinforced the values of obstetrics not midwifery’. Kirkham drew on the work of Raphael-Leff who ‘sees the fragmented care given in maternity hospitals as part of a social defence system … constructed to help individual professionals avoid experiencing anxiety, guilt, doubt and uncertainty. Both caring and gratitude are diminished in a system where people are treated in a depersonalized way and any activities which threaten the status quo are intensely resisted’ (Kirkham 2000, p 157).


The majority of midwives in the economically developed world work in large institutions, usually hospitals. Often, such institutions unconsciously attend to the needs of staff before families. Often, they are arranged in such a way that it is very difficult for staff to provide the best care. Any group of people is likely to develop a life of its own. In many health services there is a rigid hierarchy or an informal power structure that may give some groups like midwives little professional autonomy. This is not simply a matter of a hierarchy in which midwives have less power than other professionals because, although it is the case that midwives are often lower in the health service hierarchy than doctors, much of the oppression of midwifery comes from within midwifery itself.


Deery and Kirkham (2006) describe the cultural context of midwifery in the UK. NHS Midwives have talked about their support needs and their lack of support. They believe that because the culture of NHS midwifery is a female culture of ‘service and sacrifice’ (Deery & Kirkham 2006, p 125) it is seen as selfish to address personal needs. Yet, as they point out, while support needs have not moved beyond an acknowledgement of stress and burn out, Sandall’s work (Sandall 1997) has linked support for midwives with both their job satisfaction and the quality of care they give to women.


Midwives manifest a number of ways of coping with the needs of the organization. Deery and Kirkham draw on the work of Menzies Lyth (1979, 1988), Lipsky (1980) Raphael-Leff (1991) to explain and describe the ways midwives cope with the needs of the institution. Task-oriented care, standard practices and rigid routines provide a defence against stress and anxiety. Midwives are like public service workers who work directly with the public within bureaucracies who in practice must deal with clients on a mass basis. ‘At best street level bureaucrats invent benign modes of mass processing that more or less permit them to deal with the public fairly, appropriately and successfully. At worst, they give in to favouritism, stereotyping and routinizing all of which serve private or agency purposes (Lipsky 1980, p xii). Raphael-Leff applies the work of Menzies Lyth to midwifery identifying three defence mechanisms that midwives use to protect themselves against stress and anxiety. These are:



• the splitting up of the midwife–patient relationship



• denial and detachment of feelings



• redistribution of responsibility.


The development of continuity of care, and support for midwives to understand and express some of the anxieties that develop from working with women in a professional relationship (Deery & Kirkham 2006), while enabling autonomous practice, will go a long way to breaking down these defence mechanisms.


Deery and Kirkham (2006) describe the importance of a balance of engagement and detachment in relationships with women. This implies being involved but recognizing limits of what one can and cannot do. The difficulty is that managing the workload often becomes the priority, rather than the needs of women. Social defence systems in the organization that are a dysfunctional form of protecting ourselves from anxiety and distress often involve an evasion of relationship. This evasion inhibits growth. Support for the primary task of midwifery fosters personal and professional growth. It helps to build working structures within which relationships can grow. These need a smaller scale organization of care, and a degree of separation from the obstetrical model, and enhancement of professional autonomy and continuity of care. Positive relationships require higher levels of self awareness and skills in social analysis. Skills of support can be developed and guided reflection and clinical supervision is seen as an important tool (Deery & Kirkham 2006).


Deery and Kirkham (2007) also describe the competing organizational and client demands as a health hazard for midwives. They propose that emotions contribute to health if they are mobilized appropriately, but they become ‘toxic’ if they reappear unconsciously in ways that are destructive and unhelpful. There is a higher value placed on technology, competence and efficiency but there is little place for emotional work in midwifery (see also Ch. 2). Humane institutions are people-changing institutions with awareness of the potential for positive and negative change.






Supporting midwives helps support women


The development of a ‘woman-centred’ organization is sometimes seen as being at odds with developing a supportive organization for midwives. Yet this need not be the case. McCourt et al (2006) describe how what provides satisfaction to women can be a mutual source of satisfaction to midwives, in particular the development of a meaningful relationship with women. In the one-to-one service, the midwives’ positive views and their comments on strengths focused on:



• enabling the development of relationships with women and families and with other professionals



• greater autonomy of practice



• considerable professional and personal development



• flexibility, variety and mutual support (Stevens & McCourt 2001, p 12).


Sandall (1997) describes the characteristics of occupational autonomy, developing meaningful relationships with women, and social support as important factors in work satisfaction for midwives.


The development of continuity-of-carer schemes and close relationships with women gives midwives a sense of primary loyalty to women and can release a midwife from feeling that her main allegiance is to the profession or her employer (Brodie 1997, Page 1995). This may be one of the most empowering aspects of working with women. Yet the recognition of the prevailing culture of midwifery shows how difficulties may arise in changing patterns of practice and in creating greater midwifery autonomy.












A positive organizational culture


Woman-centred care need not be at conflict with the needs of midwives or indeed other staff; neither should it be at conflict. Retention of midwives and work satisfaction are crucial to an effective and ‘positive’ organizational culture. A positive culture is, in other words, a place that ‘feels good’ and supports good work.


Organizational culture here means the ethos, atmosphere, aims, values and expectations, and relations between people (professionals and those being cared for) within the structure that is the context for practice. Culture is reflected in the priorities we choose, the way we spend our time, our language and behaviour. In the maternity services, the culture should:



• be woman-centred – that is, staff behaviour, policies, guidelines, and buildings are focused on the individual needs of women



• be supportive of staff, with attention to midwives



• support continuous learning and professional and personal development – that is, priority is given to learning and provision of resources, including time; there is evidence of discussion, questioning, reflection, challenge and review; practice is seen as an opportunity to learn; there is comfort in senior staff learning from junior staff and vice versa; care is evidence-based



• accept that physiological pregnancy and birth are the normal base of practice and should be supported (Caesarean Section Working Group of the Ontario Women’s Health Council 2000)



• demonstrate relationships between staff that are respectful with an understanding of the strength of the role of each professional group and the distinct contribution to be made by each.









Connection with the health services and mechanisms for consultation and referral


Some of the patterns of care I will review include independent or private practice. Possibly these patterns hold the greatest potential for professional autonomy. However, it is crucial that autonomy is not confused with separation or isolation of practice. In today’s world, women are entitled to more complex and medical care if it is needed. Perhaps one of the highest level skills of any midwife is to be able to differentiate between situations in which she can support physiological birth and those when consultation or referral is needed.


Autonomous midwifery needs a strong interface with colleagues and the health service or hospital. I have seen at first hand the results of a hospital service that treats midwives antagonistically, does not recognize them as professionals and where this antagonism results in delays in care for mother and baby. The worst situations are when a mother or baby has to be transferred to hospital because of acute problems at a home birth, and antagonism to home birth or the midwife are allowed to result in emotional responses that affect care. A connective supportive interface will be helped by multiprofessional guidelines and policies for practice, discussion and active negotiation with colleagues, and help in understanding roles, particularly around a time of change. It is recognized in the discussions about relative safety of home and hospital birth that the safety net of the system is crucial (Olsen 1997). Sometimes guidelines are seen as a hazard to midwifery autonomy, but guidelines such as the ‘Kloosterman list’ in the Netherlands may serve to protect the autonomy of midwives and the right to home birth (Sandall et al 2001).


Balancing the needs to redevelop a distinct identity and a sense of purpose that goes beyond being a doctor’s assistant, yet still working together cooperatively with medical colleagues, may not be easy. It is for this reason that the profession needs strong leaders who can articulate the unique nature of midwifery practice, maintain effective relationships and negotiate a safe environment for midwives who will challenge current boundaries of practice.









Cost-effectiveness


There is no such thing as a health service with unlimited resources, nor will it ever be possible, or even right, to develop innovations that take a disproportionate share of the health service budget. Innovations should be cost-effective – this means that resources should be used appropriately and provide value for money; they should add something to the quality of care. In most healthcare systems, there are choices made between priorities. In today’s world it may be that technology or the use of technology will be funded before something like an increase in the number of midwives. This choice reflects the values of the dominant culture. A tool for assessing the number of midwives required is important (Ball & Washbrook 1996).


One problem is that it is often assumed that the current way of organizing things is the most cost-effective, and anything that improves the quality of care of necessity costs more. However, the current system of standard care as it is provided in countries like the UK is actually very wasteful; it is not cost-effective. First, although midwives may not be paid enough for what they do, the numbers are so great, that salaries take up the largest part of the maternity budget. When the role of midwives is restricted, as it is by present culture and structures, this is a huge waste of money and resources. Second, the traditional organization of midwives on shifts is an inflexible system that does not follow the ebb and flow of midwifery workload. Innovations such as one-to-one midwifery have reduced length of stay, have the potential to reduce beds, have reduced the intervention rate and have also increased the number of births per midwife-post (Piercey 1996, Piercey et al 2001). Yet still, even after a thorough evaluation, it is often viewed as being too expensive.















Patterns of practice for the new midwifery


It is important to recognize that the patterns of practice and culture of our midwifery services, whether traditional or innovative, are always a product of the wider social environment and nature of the health service. Thus, for example the nature of midwifery in the Netherlands has arisen because of a number of broad social factors like the nature of the family, the place of women in the family, attitudes to healthcare, and geography. In addition, the structure and culture of the health service, and laws, have established a strong base for the maintenance of midwifery as a profession (Sandall et al 2001). Likewise, the development of midwifery in the UK, its strengths and problems, must be viewed in the light of the nature of the NHS. However, as in all other parts of life, a process of globalization has meant that many of the industrialized countries share similar trends. For example most of these, with the exception of the Netherlands, have centralized maternity services. Many have a very high operative and assisted birth rate. The principles of the new midwifery described earlier require a particular pattern or structure of practice.






Four key characteristics of patterns of practice


The pattern of practice is defined here as the structure or organization of care around four key characteristics. These characteristics are:



1 Employee or independent practitioner



2 Community, integrated or centralized care



3 Continuity or fragmented care



4 Midwifery autonomy or medicalized approaches.


First I will define and describe these key characteristics, and then I will give an example of a different pattern of practice that integrates these characteristics.






Employee or independent practice


In some parts of the world (e.g. the Netherlands, New Zealand and some of the Provinces of Canada), midwives practise as independent practitioners, having their services funded for each course of care either by the health service or health insurance. There is a big difference between publicly funded or privately funded independent midwifery practice because a publicly funded practice, if widely enough available, will give access to the majority of women rather than the small numbers who are able or willing to pay for their midwifery care. In general, publicly funded independent midwives may find it easier than privately funded midwives to form an interface with the maternity services for back-up, consultation, referral and transfer. In the UK, the Independent Midwives Association (IMA) are working to have a community model where midwives who are practising independently (with a contract with individual women and their families) to work under the umbrella of the NHS so that women may use their care as NHS patients (see http://www.independentmidwives.org.uk/s).


Midwives who are an employee of an organization will inevitably find some limitations on practice, as the midwife must follow the policies and guidelines of the institution or employer. However, with enlightened and strong midwifery leadership, this may not be too much of a problem, and there is usually greater security for the midwife in such a position. In services that are not progressive, or where there is not strong and enlightened midwifery leadership, the situation can be very frustrating and will severely limit the ability of any midwife to give of her best.









Community-based, integrated care or centralized care


At one end of the continuum the woman may have all of her care at home, including the birth and care after the birth. Some women will have all of their care in pregnancy and most of the care after the birth in the community – either at home or in the midwife’s or doctor’s surgery or office. Some services will integrate community and hospital so that the emphasis is on having a midwife follow women through the system of care from start to finish. At the other extreme, women receive all their care in an acute care centralized hospital setting. The place of care and birth will have a profound effect on the nature of care, outcomes of care and the ability of the midwife to use her abilities to the full.









Continuity of caregiver or fragmented care


The highest level of continuity of caregiver is to have one practitioner who provides all the care, including care during labour and birth. A few women receive this from midwives in solo practice. However, this is impractical for many midwives as it places permanent on-call demands on them. Close to this is a system whereby the woman has most of her care from one named midwife who is responsible for all care and provides most hands-on care. This midwife is supported by another midwife, or small number of midwives, who will get to know the women in their partner’s caseload and provide cover when the named midwife is unavailable. This is often called a personal caseload. Approaches to this pattern of practice are described in detail by McCourt et al (2006).


Some patterns, usually called team midwifery, will offer continuity from a team of midwives. This is often known as a team caseload rather than a personal caseload (Page et al 2000). In general, the level of continuity achieved is not so high. Some teams, if they are too large, or extend only to hospital or community care, may even break down continuity.


For a time, in the UK, there was an emphasis on providing shared care. This was aimed at making the services of a specialist or consultant obstetrician available to all women. Some use the term ‘shared care’ differently. Canadian midwives may use the term to describe sharing care with a partner or colleague, another midwife. In the UK, the principle of shared care led to complete fragmentation, and moved much care into the hospital. There are still a number of women who have not met the doctor who is a name on the medical records, and who see a different person at nearly every visit.









Midwifery autonomy versus medicalized midwifery


The upper end of midwifery autonomy will be found in independent midwifery, and in home births and out-of-hospital birth centres. It is important to repeat that this term implies professional control over how the practice is organized, values of the practice and the use of interventions. It does not imply practising in isolation or antagonism with others in the health service. Midwifery, as discussed at length earlier in the chapter, has a distinct and unique approach to childbirth care. Midwifery autonomy allows this to be expressed in practice. However, in many parts of the world, midwifery follows the obstetric model.















Working in different ways


The maternity services in the economically developed world are configured in a number of different ways. They may consist of small to large hospitals, general practice or family doctor care, birth centres, small community hospitals, community services. Here I will focus on a pattern of care called One-to-One Midwifery as an example of a development that increased continuity of carer in a large medicalized maternity service in London. It has been replicated in a number of other services and in different parts of the world.






One-to-one midwifery


This form of practice provides one named midwife who is responsible for the care of individual women. This named midwife works with a midwife partner who gets to know the women in her caseload and provides on-call cover when the named midwife is unavailable. This pattern of practice integrates a high level of continuity with midwifery-led care. Care is organized in group practices of six to eight midwives to provide support, allocation of the caseload and peer review of practice. The pilot (McCourt & Page 1996) was set up to provide for the requirements of the ‘Changing Childbirth’ report (DH 1993), specifically to provide a service that is sensitive to the needs of individual women and their families, and to give women choice, continuity and control.


Midwives meet the woman at the beginning of pregnancy and provide care throughout. Because it is geographically-based, the midwives are situated in a local community and provide much care in the woman’s own home. All women in the local neighbourhood are cared for by the service, including low and high risk women. Where the woman has a low risk pregnancy the midwife is the lead professional and responsible for all care. Where the woman has complications or is high risk the midwife works with the medical team but is still responsible for all midwifery care. Women choose whether to give birth in the home or in the hospital.






Outcomes of one-to-one midwifery


One-to-one midwifery was first implemented in November 1993. Two cohort studies were undertaken to assess one-to-one midwifery and to compare it with standard care (McCourt et al 2006, Page et al 1999, 2001). The first was undertaken soon after implementation, and the second when the service was well established. As far as we know it is the only study of an innovation once it had been running for some time. The study focused on:



• women’s responses to their care



• clinical interventions and outcomes for both mothers and babies



• standards of care



• continuity of care



• use of economic resources.


There was a lower rate of clinical intervention associated with one-to-one care, and the differences between the groups were increased in the second cohort. The high level of continuity through all the processes of pregnancy and birth, and after birth, was maintained in the second cohort (Page et al 1999, 2001). Standards of care were also maintained, despite the newness of the service in the first cohort (McCourt & Page 1996).


Women receiving one-to-one care were far more satisfied with their care, and had a closer relationship with those midwives caring for them. In general, the responses to pregnancy and birth were more positive. Many women in both groups felt it was important to have continuity of carer through the whole process including labour and birth; the majority of women who had received one-to-one care felt that it was very important (76%) or quite important (10%) (Beake et al 2001).


Especially if the savings from the reduced interventions are taken into account, one-to-one promises to be a very cost-effective pattern of care. Midwives who chose to practise in this way were highly satisfied with this approach to practice (Beake et al 2001, McCourt & Page 1996, Page et al 2001).















How to work in different patterns of practice: working in one-to-one and continuity of caregiver schemes


In this pattern of practice you will be called on to provide skilled and knowledgeable care through all the periods of pregnancy and birth. Many midwives will feel the need to refresh skills in a particular area. You should talk to an experienced midwife, and look at your job description or requirements of practice carefully, thinking through areas in which you need development. A good orientation and support for the first weeks, plus an orientation manual, are very important for midwives starting out in this pattern of practice (Stevens & McCourt 2001). Having confidence and competence in these clinical skills will reduce the stress of starting out. But remember that one of the advantages of this form of practice is that you will learn very quickly.


You also need to think about time management. There are a number of patterns of on-call and it is important to find one that suits you and your partners. You will need to work flexibly, but ensure that you keep enough time for personal life, family, friends and rest and relaxation. Good administrative support is invaluable. Some times will be very busy, and some very quiet; it is important to use the quiet time for rest and relaxation. Accessories that will allow organization and enhance security include a palm pilot, a mobile phone, a security alarm and a good map or satellite navigator. You will be required to travel for some of your time. It is important to have a good tour of your patch, and learn about one-way streets and parking; about safe and less safe areas and about weather patterns if in more remote or northerly areas. You need to think about how you might safeguard your personal security on the streets and in homes.


There are a number of policies regarding lone worker security that provide useful policy and advice.






Relationships with women


Your skills will be integrated through your relationship with individual women and their families, making them central to the decision-making process and using evidence to inform decisions. This takes considerable experience and good interpersonal skills. You will wish to find out about the groups of people in your area; are there different racial or ethnic groups, and are there pockets of poverty? Although your care will be very important to the women and families in your practice, you will need to recognize that you may not be able to sort out a long or complex background of difficulties, nor may you be able to ameliorate all social situations. Although you should seek to form a supportive relationship that may feel like friendship, it is important to ensure that there are boundaries around your life so you may meet your own needs for a healthy balanced life. Having your own network of support at home and at work is important.









Relationships with other staff


One of the rewards of working in a small practice is the possible camaraderie with your colleagues. These practices can be supportive, stimulating and fun. However, when there are severe tensions between members of the group it can be very difficult. Even if you have chosen your partners, you may find difficulties in working together. It is important to talk through and agree values and practices as far as is possible, and to hold regular meetings (Stevens & McCourt 2001, Sandall et al 2008). Establishing a process of peer review that is both challenging but supportive is important. You will work with a number of other professionals in the health service. As in all relationships, a level of trust is crucial to effective working relationships.












Constraints and how to handle them






When there are no choices


Many maternity services will not offer midwives a choice of patterns of practice and many midwives will not be free to move to find a maternity service of their choice. Some midwifery services will make good care very difficult to achieve; even if you can achieve good care it may take a lot out of you. When practising in less than ideal situations it is important to do the best you can, while recognizing that there are some factors out of your control and accepting that your contribution is limited. It is important, though, not to give up completely. Work out your most important principles and how to put them into practice. For example, giving women choice and control when you meet them for the first time in active labour is not easy. But still you can make sure you spend even a little ‘contracted’ time in establishing a relationship, and in finding out about the woman’s central values and preferences, even if this has to be done between contractions. Watching body language is more important than ever in this situation.









The politics


Everyone is a potential leader, not just those in management positions. Sometimes suggesting and helping to make a small change can make a big difference. Perhaps you could suggest, for example, moving the furniture in the birth room around so that it is easier for the woman to move. Or you might get furniture, such as rocking chairs and birth balls, in place. Often there is a manager or managers who will feel empowered knowing that midwives at the grass roots are seeking change. Do not be frightened to make suggestions. Enthusiasm among students and staff is infectious and adds more than can be imagined to the work situation. If you find problems, be ready to describe them to the appropriate people, but be ready to propose a solution and if possible to contribute to it.









Doing the best you can


Few midwives practise in a perfect environment. Frustrations may arise in any pattern of practice. When they do it is important to be clear on what is the most important value to you, and that you know that you are doing no harm to those in your care. If circumstances lead you to believe that any situation is unsafe, it is a professional responsibility to seek help and to report the situation.












Conclusion


Midwives have the potential to make a big difference to the start of life for the family. This difference may be good or harmful. The pattern and culture of practice will affect the ability of midwives to give of their best. Careful consideration and development of the most effective, efficient and humane pattern of practice may be the most important part of healthcare.
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Modern midwifery involves many different practices and conflicts. The days of clinical practice being clear-cut, right or wrong are long gone. Increasingly, uncertainties are present, causing midwives to make decisions in the absence of robust evidence. There is a need to explore what it is about current practice that causes these dilemmas and to offer support mechanisms to manage situations when they arise. Changes in society over the last two decades have meant changes in healthcare provision. The publication of the patient’s charter (DH 1991), Your Guide to the NHS (DH 2001), along with The NHS Plan (DH 2000) and the NHS Complaints Regulations (2004) have raised public awareness of the choices available as well as raising people’s expectations regarding involvement in care decisions.


The chapter aims to



• raise awareness of ethical theories and their use in supporting clinical practice



• explore aspects of clinical practice that health professionals face on a daily basis



• clarify areas of potential conflict



• offer a degree of direction for further discussion or study.






Introduction


The area of ethics is complex, difficult and could be seen, by some, as off-putting. This need not be so. It should be used as a daily tool to support decision-making and to enable rather than disable practice. If used like this it should be liberating and empowering. Being ethically aware is a step towards being an autonomous practitioner. It means taking responsibility, empowering others and facilitating professional growth and development.


When attempting to explore a new area, one of the initial problems is often the terminology used. Consider for a moment your first experiences within a clinical setting. The language used may have been familiar but the terminology was so new you may have felt lost. Ethics is the same; some of the terminology used is different and the words need greater explanation and understanding. Other parts of the terminology appear, on the surface, to be easier and more commonplace (Box 5.1). Even so, when asked to clarify or explain your understanding of these words, it is often not so easy.





Box 5.1 Terminology












	Informed consent

	Information regarding options for care/treatment






	Rights

	Justified claim to a demand






	Duty

	A requirement to act in a certain manner






	Justice

	Being treated fairly






	Best interests

	Deciding on best course for an individual






	Utilitarian

	Greatest good for greatest number






	Deontological

	Duty of care






	Beneficence

	Doing good






	Non-maleficence

	Avoiding harm










What you will find is there can be more than one interpretation for a word. Different people may understand different things from the same words. So, ethics is often about exploring values and beliefs and clarifying what people understand, think and feel in a given situation, often from what they say as much as what they do.


Beliefs and values are very personal. They are dependent on many things, not least an individual’s background, society and personal views developed over time. Time for reflection to explore these issues is important. It is also essential for health professionals to be open and honest about practice dilemmas.


A potential area of conflict is that of law. Law and ethics are often seen as complementary to one another, yet at times they are also seen to be placed on opposite sides of a coin. Any exploration of ethics should also be able to guide the reader to such areas of overlap or conflict. The study of ethics will provide the framework for exploration and aid resolution of dilemmas. However, it has to be remembered that ethics will not provide a quick fix, or an easy answer.


Jones (2000, p 8) has outlined ethics as being ‘the basic principles and concepts that guide human beings in thought and action’. The same could be said of philosophy, in that moral philosophy is often the foundation of modern ethical decision making and ethics itself is the application of philosophical principles to everyday situations. To understand this better there is a need to explore the theories surrounding ethics and their supportive philosophical frameworks.









Framework and theories


When first exploring the ethics of a situation it is helpful to have a framework with which to work. There are many ethical frameworks that could be adopted to use in clinical situations. Edwards (1996) advocates a four-level system based on the work of Melia (1989, p 6–7). Edwards believes that there are four levels of moral thinking that can help formulate arguments and discussions and ultimately assist in solving moral dilemmas (Box 5.2).





Box 5.2 Edward’s levels of ethics


(After Edwards 1996).












	Level one

	Judgements






	Level two

	Rules






	Level three

	Principles






	Level four

	Ethical theories

















Level one: judgements


Judgements are frequently made readily, based on information gained. Such judgements may have no real foundation except the belief of the individual who made it.


Throughout our daily lives we make judgements about each other, whether it is on the bus, in the supermarket or during a shift on a busy ward. What is important to remember is that it is often an instant judgement that has been made, possibly biased, and it may not necessarily have been well thought through or based on all available evidence. How judgements are made is interesting. What informs a judgement is often linked to personal values and beliefs, society, as well as experiences of similar past events. All these and more shape the decision-making processes and to be aware of them is the first step to understanding yourself and your own moral values. It can be helpful to reflect on past judgements and consider whether, in retrospect, they were well founded or based on personal bias or prejudice.









Level two: rules


Rules govern our daily lives and differ depending on the society or culture in which we live. When looking at ethics, rules are what guide our practice and control our actions. Rules come in many forms and from many sources. Beauchamp & Childress (2001) outline different types of rules. These include substantive rules covering such things as privacy, truth telling or confidentiality, authority rules determined by those in power and enforced on a country or section of society, and procedural rules defining a set course of action or line to be followed. Rules can also be enabling, they can define the limits or boundaries of practice and can allow freedom to act knowing the safe limits of those actions. The Nursing and Midwifery Council (NMC) in the UK sets rules for midwives in the form of the Midwives Rules and Standards (2004). These are statutory rules bound by legal processes, and if used appropriately can guide and enable practice and so ease dilemmas. Supporting rules is the NMC Code (NMC 2008a). Codes are less formal or obligatory than rules and are seen as guidelines to support safe practice.









Level three: principles


Four main principles underpin this level. Beauchamp & Childress (2001) have explained these in considerable detail. The first of these is respect for autonomy. This term has been used extensively over the last few years. The focus of modern healthcare has been around the professional’s duty to respect individuals’ autonomy and whenever possible to promote or enable them to exercise their autonomy. This is especially true in maternity services where women are placed at the centre of care and their views and wishes are seen as key to care delivery. The second principle is non-maleficence, interpreted as avoiding harm. It could be said that most healthcare professionals would be trying to do this. Brown et al (1992) advised us that this principle is a strong one and as such should not be taken lightly. Harm may sometimes be a consequence of an action in healthcare; the aim should be to minimize harm as much as possible. The third principle is that of beneficence – doing good or balancing the benefits against the harms in a given situation (Beauchamp & Childress 2001). This entails positive action on one person’s part to benefit another person. This can be difficult for health professionals when a client/patient chooses a course of action that may not be in their best interests. This may be made more difficult for midwives when there is a need to consider the best interests of both the woman and her fetus/baby. Balancing benefits and harms can in itself cause dilemmas.


The fourth principle, justice, means to be treated fairly. In many instances this is all people want. It is important that healthcare professionals are seen to be acting fairly and treating all clients as equals. Gannon (2005) outlines that justice is about people’s rights, duties and obligations. It is about the equal sharing of these to the people who are owed them. He feels that people should be able to have equal access to healthcare based on need. Within the maternity services justice is important in that all women should be treated as equals, all should have access to the same level of care and services, all should have the same options for care and choices for such aspects as place of birth, method of delivery, levels of antenatal and postnatal care (NPEU 2007, DH 2007). Justice and fairness will be explored further later in this chapter.









Level four: ethical theories


There are a number of theories that could be explored and applied to midwifery/healthcare. Liberalism, communitarianism and casuistry, are a few that are explained in more depth by Beauchamp & Childress (2001). Feminism is another that some find of use and a classic text for this would be Tong (1997). Generally, theories are taken to mean the two main ethical theories of utilitarianism and deontology. Many texts outline these two theories in more detail as they are the most widely used and form the foundation of much ethical decision making (Beauchamp & Childress 2001, Jones 2000, Thompson et al 2000).






Utilitarian theory


Utilitarian theory has been widely adapted over the years. It is based on the idea of balancing the consequences of following certain actions or rules. This can be thought of as a very large pair of scales, with the benefits of an action on one side and the harm or consequences of taking the action on the other. There is a need to tip the scales in favour of the benefits over the possible harms that could occur. This theory stems from the work of Jeremy Bentham and later John Stuart Mill in the nineteenth century (Raphael 1989). They believed that pleasure was more desirable than pain and that anything that increased pleasure for the majority of people must be a morally right action. Practically, this theory is attractive in that it can aid decision-making for the masses; an action is good if it provides benefits for the many. Scarce resources within the NHS have meant that very difficult decisions have to be made. Determinations of where the greatest good lies and how to do the least harm in any given situation have become important. Such decision making may be made easier by applying ethical theories (Tschudin 1994).


Many aspects of midwifery care have been organized on utilitarian principles. Antenatal clinics allow many women to be seen by skilled professionals under one roof. Many screening tests are offered to all irrespective of need or individual assessment, and team midwifery often means what fits with the midwives rather than with individual women (Flint 1993, p 59). There may be times when such practices are appropriate; for example for some safety issues everyone should follow set procedures to ensure standards of care are maintained. When you are next called on to make a decision ask yourself how the balance of benefits and harms would weigh on a scale. If you have time try to discuss the range of consequences each option carries before making the final decision.









Deontology theory


Deontology is the second of these theories. Jones (2000) tells us this term is from the Greek word ‘deon’ meaning duty. As health professionals you would all say you have a duty towards your clients/patients. But there is a need to explore where else your duty lies. This list could be quite long (Box 5.3).





Box 5.3 Duty of care to…






• Self



• Colleagues



• Clients/patients



• Relatives



• Fetus/baby



• Employer



• Profession (NMC)





The list could be longer if you added personal duties (i.e. family, friends, etc.). Recognizing that you have a duty of care is one thing, balancing the competing demands of those duties is quite another. Conflicting duties can cause dilemmas in deciding the best course of action. It is often difficult to prioritize such duties, but some prioritization needs to occur to enable decision making to be meaningful.


There are no easy answers here. This work is based on that of Immanuel Kant (Hollis 1985) and there have been a number of interpretations of his writings over time (Edwards 1996). Kant emphasized that to do one’s duty is the most important thing, irrespective of any consequences that carrying out this duty may produce. How you interpret your duty may vary depending on your situation, values or beliefs. Some may base their duty on natural laws, others religion and the ten commandments.


This is where a difference is seen between utilitarianism and deontology. In following a utilitarian theory it would be essential to consider the consequences and choose the best course of action – that is, the one that produces the best outcome for the most people. Following a deontological approach on the other hand would require the person to carry out something that is seen as a duty irrespective of any consequences. This would be very hard in practice for most people as it suggests certainties of actions, and an attitude of irrelevance towards consequences of actions. Life is often more complicated, however, and as such many other factors need to be considered.


Another aspect of Kant’s work was the emphasis on respect for persons. To this end, he believed that people are individual and should be treated with respect, not merely as a means to an end. Beauchamp & Childress (2001) believe that if an action necessitates treating someone without respect then it is the action that is wrong. Respect for persons is important within maternity care. Each woman is an individual and her experience will be personal to her and respecting women as individuals is a fundamental part of a midwife’s role.


Having considered the four levels of judgements, rules, principles and theories, consider the case scenario in Box 5.4 for a few minutes. It may help you apply the framework to your practice. Make a few notes of what ethical issues it raises. It can be seen that in working with Susan, a midwife would call on all four of Edward’s levels.





Box 5.4 Case Scenario: Susan


Susan is 23 years old and is pregnant with her second child. She has requested that she have minimal interventions during the pregnancy and a natural birth, no interventions, no vaginal examinations, no drugs and a quiet environment. Her previous pregnancy was complicated by raised blood pressure, which culminated in Susan having a caesarean section. Susan is adamant that nothing will go wrong this time. She is happy to have her baby in hospital, in light of the first pregnancy’s events, but would like to maintain more control and feels that provided her blood pressure remains within normal limits there should be no reason a midwife should intervene. Her midwife is anxious to ensure safety of mother and fetus/child, while also building Susan’s trust.





Using Edward’s four levels, the midwife supporting Susan during her pregnancy can work through what she should do. On talking to Susan and discovering her wishes for pregnancy and birth it is clear that she holds strong views about the type of experience she wants. It would be easy for the midwife to make an immediate judgement about both Susan and her reasons for wanting a low technology pregnancy and birth. During the course of the meeting between Susan and her midwife it would be important for the ground rules to be set and the midwife would have to outline the legal and moral rules that govern her practice. One such moral rule that would be vital is that of truth telling. In order for Susan and her midwife to build a trusting relationship that would be of benefit throughout the pregnancy it is important that honesty is established and both parties are truthful with each other. What the midwife has to acknowledge and promote in this relationship is the principle of autonomy. Principles are rather general, but autonomy is based on the understanding of respect for choices made by people.


The midwife needs to establish that what is being asked for is Susan’s choice of how she would like events in her pregnancy to be managed; it is important these are informed and rational requests, based on sound judgements and beliefs. This having been established, the midwife then has a duty to uphold that choice if she is to respect Susan’s autonomy and earn her trust. As long as this relationship continues to be founded on the above judgements, rules and principles, then the midwife would be seen to be demonstrating aspects of ethical theories. The midwife is taking a position that she sees as her duty to care for Susan, acting in the best interests of both her and her unborn child. In moral philosophy, this would be called a deontological stance. She is also utilizing aspects of consequentialism, as she is weighing up the benefits and harms of Susan’s requests and will be trying to advocate a position which causes the least harm, but also maximizes the possible benefits. Both these positions have been outlined by Beauchamp & Childress (2001) and Thompson et al (2000).


Having outlined the levels of decision-making (Edwards 1996), it is important that we now explore some other influences on the midwife’s role. There are aspects that are either part of or develop from the basic moral frameworks outlined above. These are aspects of ethics that are seen daily in professional life, but they could still cause problems, dilemmas or conflicts in one form or another.


















Consent/information giving


Informed consent is a relatively recent term; indeed, Beauchamp & Childress (2001, p 77) suggest that it was not until the mid-1970s that the term was explored in any real detail. It has been claimed that within ethics, informed consent means ‘giving patients and clients as much information as they need’ (Jones 2000, p 104). This is traditionally what ethical consent is held to be. This principle is very different, however, to the legal standpoint in that ‘consent’ within legal frameworks is taken to be based on the reasonable person standard, or the ‘Bolam’ test (Dimond 2006, p 245). Consent within ethics means that the client has listened, understood and agreed to the procedure or treatment being proposed. For many reasons this may not be realistic. Johnstone (2000, p 210) outlines some reasons why consent may not be realistic in everyday clinical practice. These are summarized as:



• lack of time



• clients will forget



• most clients do not want to know



• most clients would not understand



• it could be harmful if clients refused treatment based on information given



• considering all these, gaining informed consent is impracticable.


These reasons seem plausible; there will always be situations where a client has said ‘what do you think?’ or you find the client has asked two or three of your colleagues for the same information after you have spent 10 minutes explaining things. One other important aspect that is not on Johnstone’s list is that of the professional’s knowledge base. To be able to provide information and then gain a valid consent, the professional attempting to gain that consent has to be at least as knowledgeable as the client from whom consent is being sought. With increasing use of the World Wide Web, this is becoming an almost impossible task. Health professionals have a duty to keep up-to-date and be able to inform their clients to the best of their ability (NMC 2004 point 3, NMC 2008a).


Consider once again the case scenario in Box 5.4. There will be many times during Susan’s pregnancy when consent may be required. To ensure that the consent given is valid, the midwife will have to hold wide-ranging discussions on such things as antenatal screening tests, ultrasound scanning, birth choices and birth interventions such as pain relief, positions for birth and active management of the third stage of labour. The midwife must also be sure that Susan understands the options and alternatives open to her. Susan has asked for minimal interventions, so without being judgemental or coercive, the midwife will have to explore Susan’s views and recommend what she believes is ‘best practice’. Respecting a person’s right to exercise choice and decision-making can be difficult. What if Susan was requesting something that did not meet the standards of best practice? How would the midwife be expected to react then? The Midwives Rules and Standards (NMC 2004) can be used in such a situation to inform and enable the midwife to act in the woman’s best interests. The midwife would have backup support systems from both her supervisor of midwives (see Ch. 52) and her immediate line manager.


Enabling informed consent to occur and empowering women to decide what is best for them are fundamental parts of ‘respect for autonomy’ (Brown et al 1992). When attempting to support the midwife in such situations, there is an apparent need to fall back on the legal definition of a ‘reasonable person’. However, Brown et al (1992) have explored this issue and advise caution in following a reasonable person standard. They argue that if all reasonable people would choose one procedure but Susan chooses another then Susan could be seen as being unreasonable because she is the only one to choose the other type of procedure. It may be easier and possibly more desirable for some in today’s litigation-conscious health service to abide by a legal definition of competence that Maclean (2001, p 46) outlines as an ability to ‘comprehend, retain and use information and weigh it in the balance’ (see also NMC 2008a.)


For a health professional it can be very difficult to respect a person’s autonomy when current evidence tells you their request is not best practice. At times, the courts have been called on to decide; for example in the case of Re S (Savage 1998) both the mother and fetus’s lives were at risk, yet the mother refused treatment that could have saved the fetus and lessened the risk of morbidity or mortality for herself. These cases are rare, but they can damage the client– professional relationship if not managed well.









Advocacy and collaborative relationships


When faced with clients who, despite all information, support and encouragement, are still reluctant to act or speak up for themselves, many midwives are finding they need to take on an advocacy role on their behalf. Advocacy is seen as speaking out on another’s behalf (Gates 1994). There is, again, a fine dividing line between advocacy and paternalism. Put simplistically, paternalism is acting on another’s behalf, whereas advocacy is speaking out on another’s behalf.


When taking on the role of advocate there is a need to be clear on a number of points. Acting as an advocate can be difficult and involves putting personal views or values aside. Advocacy means speaking out for someone’s rights.


Within any decision-making process there is a need to work with others, to collaborate in attempting to come to the right decision. There have been many calls for health professionals to work together (Audit Commission 1997); such calls are now also being extended to public health and social care (WAG 2005, DH 2007, NPEU 2007).









Law and ethics


The position of law, ethics and reproductive health has been widely explored (Callahan 1995, Dimond 2006, Mason & McCall Smith 2000). There are times when these seem to work together to support each other and when calling on one may clarify the position of the other. There are also times when there appears a great divide between the two and no middle ground can be found.


To examine these issues more closely, there is a need to look towards modern society. Many of the modern laws are developed from and stand firmly in the foundations of society (Mason & McCall Smith 2000). The values and practices of society often inform the development of laws, although Mason & McCall Smith (2000) suggest that the laws take such a considerable time to change, and that the healthcare professions are often left unsure of their legal position.


A dilemma for the maternity services of today is that of provision of a home birth service. The governmental policies (NMC 2006) and professional advice (www.rcmnormalbirth.org.uk) is that home birth should be a real option for women. Should a woman choose such a birth, she should be supported in her choice and have the appropriate professionals available to be with her during the birth. Yet the midwifery service, like many parts of the NHS, is under funded and many maternity units cannot offer such a service without compromising the care of other women (House of Commons Health Committee Report 2007). Utilitarian principles may have taken priority in this incidence. To provide a home birth service for all who request it could mean harm coming to other users of the maternity services; the greatest good here may be to restrict or not offer a home birth service until it can be fully staffed and safe for all women.


It may be seen that in being supported by the law you may also be constrained by it. Fear of litigation appears to be a guiding principle of modern practice. Risk management and clinical governance are high on most health service agendas (Symon & Kirkham 2006). The underlying reason for the development of these within clinical practice has been improvement in practices and the establishment of common standards and provision of safe care. It is important that midwives are aware of and become involved in these initiatives if collaboration and cooperation between disciplines are to be promoted.









Human rights


One aspect of law that has taken on a more prominent role and gained importance for health professionals in recent years is that of Human Rights. The European Convention of Human Rights (1950) set out to protect fundamental human rights (Caulfield 2005), and the UK was the first signatory to the convention. The principles established at that time have become part of British society’s values and norms. So much so, that 1998 saw the introduction of the Human Rights Act (Dimond 2006). It has become important that midwives are aware of and are encouraged to work within the boundaries of this. The following parts are of particular importance for midwives:



• Article 2 – right to life



• Article 5 – right to liberty and security



• Article 12 – right to marry (this article outlines a right to ‘found a family’ which has implications for discussions surrounding fertility and artificial conception (Dimond 2006, p 669)




• Article 14 – prohibition of discrimination.


Gruskin & Dickens (2006) have outlined how human rights laws clearly place an obligation on governments to protect individual’s human rights. One benefit of the Act is that it has placed the patient or client at the centre of healthcare. The patient experience has become an important measure of quality and effectiveness of the health services. Caulfield (2005) believes that such changes have led to a review of the NHS complaints system. Certainly within midwifery services, women’s views are becoming stronger and are having an influence in shaping services; this has been seen in the Audit Commission Report (1997) and more recently in the National Perinatal Epidemiology Unit report Recorded Delivery (2007). This latest report is reinforced by the Department of Health’s (2007) strategic vision for improving choice, access and continuity of care. This strategy for England again attempts to ‘put women and their partners at the centre of their local maternity service provision’ (DH 2007, p 7). With this in mind, midwives should remember that when someone has a right to something there is usually a corresponding duty on someone else to facilitate the right (Beauchamp & Childress 2001). Women could be said to have a right to safe and competent care when pregnant. This would fit with Article 5 and it would naturally follow that as midwives are educated to provide midwifery care they have an obligation that the care provided is both safe and competent. It may also be argued that the UK Government, via the NMC also has an obligation in regulating its practitioners, to ensure that they are practising safely and competently. The NMC does this via their Post Registration Education and Practice (PREP) system (NMC 2008b), as well as by setting the Midwives Rules and Standards (2004). The NMC’s statutory function in relation to supervision of midwives is also an important part of this process (see Ch. 52).









Justice and fairness


It has already been seen that health service resources are limited and to provide care a degree of rationing needs to take place (Gannon 2005). In providing midwifery care there is a need to ensure justice and fairness in the care being delivered. In ethical terms, justice is taken to mean ‘fair, equitable and appropriate treatment in light of what is due or owed to persons’ (Beauchamp & Childress 2001, p 226). If it can be shown that someone is owed something, say a pregnant woman is owed a certain standard of care, then that woman has a right to that standard of care and someone has a corresponding duty to provide the care to the appropriate standard. An injustice is committed if that standard of maternity care is not available and it could be said that the woman has failed to receive the expected standard of maternity care she is entitled to. That duty of care, while owed by the NHS and maternity services, falls ultimately to each and every midwife providing care to the woman.


Edwards (1996) outlines the equity or fairness part of justice in saying that individual treatment should be consistent and equals should be treated equally. A woman asking for information on breastfeeding in the postnatal ward may receive detailed advice and support from the midwife. That same midwife should give any other women asking for help and advice the same level of advice, care and support. Should a woman at home ask for information on baby care, she should be able to expect the same type and quality of information as her friend or neighbour who may have asked the same questions.


A dilemma that arises in attempting to treat all women as equals is that of need. In trying to be equitable, is there a need to determine if all women should be treated equally? A midwife has to weigh up each woman’s needs and alter the care accordingly. The woman who asked for breastfeeding advice earlier may have read widely, had previous experience of breastfeeding and have plenty of support available when she returns home. The second woman by contrast may be a first time mother, who has not attended any parent education classes, not read or know much about breastfeeding and have little support at home. Clearly the information, advice and support needs to be different for these two women. On the face of it, their questions may be the same and one would expect the same type of answer, but in finding out a little background information the midwife would be justified in not treating these two women in the same way as their needs are very different. So, it is clear that midwives must be aware of and consider equity and justice in their dealings with women, but they also have to consider women as individuals and be able to justify different practices in the basis of need.









Research


Any examination of ethics would not be complete without also looking into the ethical implications of research in the maternity services. Robson (1997, p 470) has outlined the British Psychological Society’s research involving human participants, while Cormack (2000) contains a chapter by Hazel McHaffie that uses two case scenarios to emphasize the issues to be considered. Whichever approach is taken there are some common aspects that most authors emphasize. These can be summarized as the ‘five Cs’ (Box 5.5).



• Caring. Any research that is undertaken should be performed in a caring manner. Those who are subjects of research should be able to expect the highest standards of care and their care would not be adversely affected if they chose not to participate.



• Consent. This has to be gained prior to any research being undertaken. Those involved in research should know what the research is about, what it entails and the risks, benefits and alternatives. Robson (1997) recommends that the subjects must also be clear that they should be able to retain the ability to opt out of the research should they change their minds.



• Confidentiality. All research should maintain confidentiality of its subjects. Taking part in research should not put any individual under the spotlight, or highlight the person in any way. If there were any need to disclose information Cormack (2000) advises that permission would have to be sought in advance of any disclosure occurring.



• Codes. These are guidelines for practice. They make recommendations about how practice should be governed in certain situations. There are ethical codes related to research on human subjects. The National Patient Safety Agency issues advice on these (NPSA 2007). Thompson et al (2000, p 340) highlighted both the code of practice on the use of fetuses and fetal material in research and treatment, and the World Medical Association Declaration of Helsinki.



• Committees. There are statutory committees set up to monitor and control research involving human subjects within healthcare. The National Research Ethics Service (NRES) (NPSA 2007) has combined the previous work of Local (LREC) and Multi-Centred Research Ethics Committees (MREC). The aim is to provide a robust ethical review to protect safety, dignity and well-being of research participants. All health authorities will be required to liaise with this body to review, monitor and control the research carried out within their areas. Any health research carried out must be submitted for consideration by this committee.





Box 5.5 ‘Five Cs’ of ethical research






1 Caring



2 Consent



3 Confidentiality



4 Codes



5 Committees





The fundamental principle when considering whether research is ethical is that of protection of the vulnerable; this may be the staff, clients or the researchers themselves (Cormack 2000). Although advancement of knowledge is important, it should not be made at the cost of compromising any one group of society. It is not only those involved in carrying out research who should be aware of the research protocols but also those involved in it and those who may simply be working within the same clinical area. To this end, it can be helpful to ask some very simple questions such as those in Box 5.6.





Box 5.6 Ten questions to ask


(Adapted from DH 1992.)






1 What is the scientific background of the research?



2 What are the qualifications of the person/s leading the project?



3 Are there any circumstances that could cause bias for a researcher?



4 Is there any foreseeable effect on health?



5 If any hazards or discomforts exist, are there plans to accommodate them?



6 How is consent gained? Is it clear and in writing?



7 How are confidentiality and anonymity assured for all subjects?



8 Is there an information sheet for subjects to read?



9 Have subjects been given the opportunity of opting out?



10 Are there contact details if staff or subjects require more information or are concerned regarding any aspect of the research?












Current ethical issues


When studying ethics you become aware of so many aspects of life that have ethical implications that can and do make working within the maternity services challenging. The media, in their many forms, play an important role in today’s society and often force us to become ethically aware of issues we may not have particularly thought about, or that may not have become ‘public’ until they became headline news.


At times like this it is to professionals that clients turn for answers to their many questions. This has been seen on a number of occasions in the last few years. In France a 62-year-old woman received IVF (Dimond 2006, p 548); this became headline news prompting many discussions on the implications for the child and the rights of older women to access such treatments. A woman recently lost her case to have her embryos implanted because her ex-fiancé did not now wish to become a father (Laurance 2007), this prompted much discussion on the rights of the partner under the Human Fertilisation and Embryology Act (HFEA 1990). These embryos were at the limit allowed for storage under the Act and would then have to be destroyed.


Such events can be very distressing for any health professional involved. Having a structured framework to work through the issues can help. But having open and meaningful discussions with colleagues is vital if a deeper understanding of the situation is to be gained. Such things as rights of individuals, protection of the vulnerable, duty of care and where the best interests lie should be explored openly and safely away from the client’s bedside (Dimond 2006). That is not to say that clients should not be involved, but the moment of crisis may not be the best time to explore sensitive issues, and sometimes a client representative may be better placed to speak out in a time of distress.









Conclusion


The area of ethics is growing and the need for health professionals to become more aware of the issues involved is escalating. This chapter has raised the possibility of using a framework (Edwards 1996) to organize your thoughts and decision-making processes.


A starting point must be the clarification of personal values, beliefs and moral principles. Without this it will be difficult to move forward and assist others with their problems and dilemmas. Many things, family, friends, society and professional life (Jones 2000) will have shaped your individual values and beliefs. By examining and reflecting on these you will be able to acknowledge any biases you may hold and start to work through them. Reflection skills have become important in modern professional life as a means of critically reviewing events and learning from them.


Moving forward may not be easy, but it is important if care is to improve and standards are to be maintained. Many reports in recent years have recommended that the midwifery profession include its client group in decision-making. Pregnant women should have an increased number of choices, they should have more control over events and midwives should be providing them with continuity of care (DH 2007). But in providing women with these things midwives are also having to confront the fact that women need more information. The quality of information giving is dependent, in part, on midwives’ knowledge base. Midwives must also ensure that once women have the options for care the choices they make are informed and are based on sound research-based evidence (Price 2001, RCM 2000).


Another aspect of moving forward is that of collaborative care. There have been many calls for health professionals to work more closely together (Audit Commission 1997; NMC 2008a). To work together means to resolve any differences between professions. Doctors and midwives might have different starting points, but this should not mean that a middle ground cannot be found. Sharing codes of practice and developing a joint code may be the first step towards closer relationships.


Studying ethics will raise many questions, some of which will not lend themselves to satisfactory answers. Although that is frustrating, sharing of dilemmas and gaining different viewpoints may help. Multidisciplinary case conferences, seminars and study sessions could be one way forward. Medical, midwifery, health visiting and social work professionals are just some of those whose viewpoints could be included to broaden the discussion and add to the overall quality of care provided.


Midwives may find their PREP profile (NMC 2008b) provides a tool to reflect upon many private dilemmas and conflicts. Within the profile there is an opportunity to address a number of ethical questions. Such questions could be: ‘who has rights in a situation?’, ‘was there a duty of care?’, ‘what was in the client’s best interests?’, and ‘how can one balance the good of one action against any possible harm it could cause?’. These may help you explore the issues and organize your thoughts in preparation for the next time that you are faced with a similar issue.
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When she provides care during childbearing, the midwife does so by virtue of her expert knowledge. This knowledge distinguishes her from all the people who offer opinions to the childbearing woman. The midwife’s unique knowledge which determines her practice derives from many sources. Traditionally, the midwife drew on her personal experience of childbearing. More recently, the midwife’s occupational experience has assumed greater significance. Precedent has been quoted as an important influence (Thomson A 2000) and this may have been enforced by those in authority. Another factor in influencing midwifery practice has been ritual (Rodgers 2000). It is only relatively recently that research, and more recently still research evidence, have been required to determine midwifery practice.


This chapter aims to



• examine the meaning of ‘research’



• introduce the concepts underpinning research



• discuss the role of the woman consumer in research



• consider the research basis of midwifery practice



• encourage critical reading of research



• indicate the steps needed to implement research in practice.






Research


Although the term ‘research’ may carry many implications, a dictionary definition is useful: ‘systematic investigation towards increasing the sum of knowledge’ (Macdonald 1981, p 1148).


Clearly, research is about asking questions, but not in a haphazard way. Systematic questioning is crucial to research. Thus planning, in the form of the ‘research process’, underpins research activity. The purpose of this activity is encompassed in the definition offered above, in that research aims to improve knowledge by increasing it. In caring situations, knowledge is intended to ensure more effective care.









Evidence


The term ‘evidence’ refers to a particular form of research. This is what has been referred to by Chalmers as ‘strong research’ (1993, p 3). The need for ‘evidence’ was initiated by the observations made by Cochrane (1972). He identified the lack of scientific rigour in medical decisions, and went on to single out obstetricians for merciless criticism because of their want of rigour. A group of obstetricians, with other maternity practitioners, responded to this scathing condemnation by attempting to correct the situation. To develop a resource for practitioners who lacked opportunities to search and evaluate the literature, this group began reviewing research systematically. This resulted, first, in the publication of two significant volumes and, later, the ongoing development of the Cochrane database. Unsurprisingly, evidence should facilitate evidence-based practice, which has been defined as:





The conscientious, explicit and judicious use of current best evidence in making decisions about the care of individual patients.


(Sackett et al 1996, p 71).












Audit


Another term used frequently in the maternity area, ‘audit’, is widely misunderstood. Unlike research, audit differs in that it has not been subjected to the scrutiny of a research ethics committee (Maresh 1999). Occasionally, one may wonder whether this is the only difference. The more acceptable criteria, however, for audit are:



• well-localized in terms of function, geography, or both



• cyclical activity



• objectives measurable to ensure comparability



• subsequent action, such as change in service provision, intended.


The processes involved in audit also differ from research and have been outlined as:



• identification of elements of care for examination


– asking questions



– exploring issues



– setting standards



– reviewing criteria






• choice and application of methods to appraise care, include rigorous data analysis



• feedback of results to improve service.


Thus, Hughes (2005) highlights the cyclical nature of audit and its direct application to specific clinical settings. The crucial role of the clinical environment becomes clear when recalling the three traditional aspects of audit – that is, focusing on structure, process or outcome. This role and focus on outcomes is well illustrated by an audit of care of the woman with type 1 diabetes mellitus (Kernaghan et al 2006).


Although it is the process that is most frequently addressed by audit, it is, conversely, this aspect that is least likely to be satisfactorily audited (Walsh 1999, p 430). The problem, according to Walsh, is that the audit loop is rarely completely closed; meaning that guidelines are set and data collected, but strategies to correct any shortfall may not be implemented. Additionally, there is no evaluation of changing practice when it is implemented. Thus, the audit process is effectively stalled, and the cycle fails to develop into the audit spiral leading to improved healthcare (Maresh 1999, p 137).


Although numerical approaches are often assumed to be fundamental to audit, Maresh (1999, p 140) maintains that this is not necessarily so. He argues that hard-edged statistical approaches are not always necessary for audit. His idea of this ‘softer’ approach appears in his example, in which he suggests that obtaining women’s views about their care is an ‘alternative method of auditing maternal morbidity’ (Maresh 1999, p 140). Such data may be obtained through qualitative research, rather than quantitatively, to identify women’s perspective on their experience of pregnancy.


Some problems inherent in audit manifested themselves in a study of a change in maternity care following the Changing Childbirth report (Beake et al 1998, DH 1993). One example is that the demarcation between audit, addressing ongoing practice, and research, featuring new interventions, became blurred in this study. Thus, my opening criticism of audit may still be justified, rather than being historical as Walsh states (1999, p 430). Another of the problems that Beake and colleagues encountered in the course of their audit related to data collection. They relied on women’s medical case notes to provide the data to be used for audit. These auditors realized that instruments being used for data collection had been developed for a different purpose – that is, to record care. Thus, these researchers could draw limited conclusions about their woman-centred intervention.









Rationale for research-based and evidence-based practice


Research-based practice in nursing and midwifery has long been regarded as a means of ensuring high quality care. Additionally, some consider that the professions’ status may be enhanced by such intellectual activity. The introduction of evidence-based practice (EBP), however, began with medical practitioners’ response to Cochrane’s withering criticism of obstetricians’ abysmal research utilization record, mentioned above (1972).


Evidence-based practice has been advocated by many UK policy documents. These recommendations have argued that it may facilitate more appropriate resource allocation in the UK health service, by increasing effectiveness and efficiency. Effectiveness has been defined as how successfully the aim is achieved, whereas efficiency is ‘how well one does something’ (Paton 1995, p 31). Evidence-based practice forms the mainstay of ‘clinical governance’, which is a UK government initiative to improve the quality of healthcare (Badham et al 2006). While midwifery has long had access to strong evidence relating to the use of episiotomy (Sleep 1991), other aspects of midwifery care are seriously deficient. These aspects include contentious issues such as where the woman should experience uncomplicated childbirth (Olsen & Jewell 1998). Other examples, involving the midwife, include techniques contributing to the ‘medicalization’ of childbearing; these include the questionable benefits of continuous electronic fetal monitoring (CEFM) in labour (Alfirevic et al 2006) and whether the benefits of routine ultrasound examination in pregnancy justify its use (Bricker & Neilson 2000).


As well as the extension of knowledge and more appropriate care, research evidence which is provided by multi-agency, multiprofessional and multidisciplinary teams carries further advantages. These additional benefits include reducing divisions between education, research and clinical practice (McCloughen & O’Brien 2006). Such research has been advocated as one means of lessening the theory-practice gap.









Randomized controlled trial


The strength of the research or quality of the evidence utilized to build evidence-based practice is clearly crucial. For this reason, the research design that is usually regarded as the most powerful, the randomized controlled trial (RCT), is the one most frequently recommended. For a summary of the hierarchy of strength of evidence, see Box 6.1





Box 6.1 Source of evidence


(Adapted from McKibbon et al 2002.)






• Randomized controlled trial (the subjects acting as their own controls)



• Systematic review of randomized trials



• Single randomized trial



• Systematic review of observational studies



• Single observational study



• Physiological study



• Unsystematic clinical studies



• A hierarchy of strength of evidence for treatment decisions, from highest to lowest





The RCT overcomes bias inherent when past experience, single case studies or case series without comparison groups are the basis of care (Donnan 2000). The power of the RCT is found in its objectivity or freedom from bias, which is likely to affect the results with other research designs. The bias that may materialize accidentally is associated with the sampling or selection of subjects for the experimental treatment and the control group, who receive no treatment, a placebo or the standard care. As the name indicates, the allocation to either the intervention or control group is by randomization. In this way all have an equal chance of being in either group and systematic inter-group differences are avoided.


A recent example of randomization is the RCT on correcting an occipito-posterior position of the fetus (Stremler et al 2005). Randomization was by a telephone-based computerized system in which the computer assigned the woman to either the intervention or control group. Such precautions mean that the findings are relevant or generalizable to a wider target population than just the sample involved. Enkin and colleagues (2000, p 10) maintain that the logic underpinning the RCT, if implemented conscientiously, makes this research design ‘the gold standard for comparing alternative forms of care’. Bias may be further reduced by ensuring that, as far as possible, the woman and baby, those caring for them and those collecting data are ‘blind’ or unaware of the treatment group to which allocation has been made.


The principles of conducting a RCT which justify confidence in the results have been listed by Sleep (1991) (Box 6.2).





Box 6.2 Principles of conducting a randomized controlled trial


(After Sleep 1991, p 201.)






• The number of subjects should be adequate to ensure that differences are not due to chance



• Randomization of the subjects happens before the intervention and there is no withdrawal



• The allocation must not be predictable



• Compliance with the intervention should be complete



• When the data are analysed, each subject is retained in the allocated group, regardless of the actual treatment.





After data have been collected to measure the outcomes in all treatment groups, the data are subjected to statistical analysis. Thus, an assessment is made of whether differences in outcomes are due to chance, rather than the experimental intervention. This statistical analysis must be rigorous. The published research report includes a full account of the analysis, as well as detailing any deviation from the protocol. Because the researcher follows the research protocol conscientiously, the findings may be checked by other researchers by replicating the study.


Despite the power of the RCT, it is still necessary for the practitioner to scrutinize the research report to ensure that the context and intervention are relevant to the present situation. This scrutiny is vital in maternity care, where systems of care differ greatly and where cultural values are fundamental to the attitudes of women and staff. Such scrutiny is likely to take account of not only the research findings and local context, but also the midwife’s knowledge of the woman, her personal and professional experience and her intuition.


The RCT is the research method that underpins evidence-based practice. Other forms of evidence may be utilized in practice, but these other forms are often considered as of lesser value (see Box 6.1). The RCT is one example of the quantitative research approach.









Research methods






Quantitative research


Research mentioned up to this point in this chapter has focused on areas of care amenable to scientific measurement, or quantification. Thus, the methods used are known as quantitative methods (Balnaves & Caputi 2001). In the next section there will be some discussion of another approach, known as qualitative research. If the researcher’s area of interest involves phenomena that may be counted, numbered or otherwise measured then a quantitative approach is likely to be the more appropriate.


When I undertook a study examining student midwives’ employment decisions and practice, I decided that quantitative methods were suitable (Mander 1994). These methods permitted counting how many students and new midwives planned to practise midwifery and how many had other plans. I also counted how many and measured for how long the midwives practised. In this research, as in all quantitative research, the researcher sought to maintain objectivity. Thus, the researcher tries to remain impartial and reduce bias by avoiding personal involvement with the data or respondents. The researcher also seeks to limit personal or subjective interpretation of the data, as described in the account of RCTs above. In my research on student midwives I pre-tested the research instrument (a postal questionnaire) to ensure its reliability and validity (see below). A pilot test is used to test the complete research protocol, rather than a pretest of one aspect.


Quantitative research involves a structured format, giving rise to one of its strengths, being easily replicated. This structure invariably begins with a literature search, on the basis of which the researcher formulates a hypothesis and possibly research questions. The researcher then tests the hypothesis and answers the research questions by using the most appropriate research design. Following on from the design are various methods of sampling, data collection and statistical analysis; various possibilities are considered before deciding which will best answer the research questions (Rees 2003).






Reliability and validity


The issues of reliability and validity are crucial to the methods and instruments employed.



• Reliability is the constancy or accuracy of a measurement or observation. Simplistically, this might refer to a sphygmomanometer being accurately calibrated.



• Validity is whether the research is measuring what it is supposed to be measuring, or perhaps inadvertently measuring something closely related.


In qualitative research quality is equally important but different ways of assessing quality are used.


Quantitative research has been criticized on the grounds of it being reductionist. This is because, in order to make sense of the respondents’ behaviour or responses, the researcher must simplify or reduce the events to basic component parts. The researcher must consider carefully the appropriateness of a reductionist approach in a topic as complex as childbearing. A quantitative research approach may neglect some important aspect of the phenomenon under study. This may be because the researcher is unaware of it or perhaps it is too complex, or otherwise challenging, to address.












Qualitative research


Qualitative approaches may be more appropriate to help the midwife find answers to complex and challenging questions (Holloway 2005). Although some critics regard qualitative research as ‘soft’, it may be more suitable for examining the human aspects of childbearing. A crucial feature of all forms of qualitative research is their ability to understand the person’s experience. To achieve this, the researcher must observe the person’s actions or listen to or read their thoughts. In this way the perspective of the person experiencing the phenomenon becomes apparent. This is the ‘emic’ approach, and is clearly different from the ‘etic’ or quantitative approach. The qualitative researcher does not seek objectivity; the reverse applies, as the researcher interacts personally with the informant and the data. In this way, the researcher seeks a complete understanding of the phenomenon, event or experience.


There are different forms of qualitative research, including grounded theory, phenomenology and ethnography, which differ in their theoretical basis, the researcher’s involvement and the degree of structure. The qualitative method chosen will depend on existing knowledge about the topic, as determined by the literature search, and the researcher’s expertise.


Qualitative data analysis does not use statistical tests, although computer programmes are available (St John & Johnson 2000). As always, data analysis involves the researcher’s profound involvement. This input is challenging, as the topics are sensitive – as in my study of the midwife’s care of the mother relinquishing her baby for adoption (Mander 1995).


Qualitative research’s exploratory nature makes it ideally suited to areas where knowledge is scanty. Thus, this type of research may be regarded as a building brick of midwifery theory. A further strength of qualitative research is its ability to provide fresh perspectives on familiar phenomena. This matters when the midwife seeks to understand the woman’s experience of childbearing or care.









Triangulation and mixed methods


Qualitative and quantitative are the two main approaches to research, which have much to offer midwifery. These approaches may not be discrete entities, though, as they may be combined in one project. This combination is one form of ‘triangulation’, which may incorporate several or varied methods, theoretical approaches or sources of data. The strengths of each research approach should be considered and they may be combined by triangulation or using a ‘mixed methods’ approach. Thus the strength of a qualitative study may be enhanced.


To some researchers the gap between these two approaches is unbridgeable (Carr 1994, Clarke 1995), but the situation may be viewed differently. Rather than being ‘right’ or ‘wrong’, the reader or consumer of research should look for the appropriateness of the research approach to the question being asked. Perhaps postal questionnaires and significance tests are not suitable for studying intimate matters.












The research process


The systematic approach of research differentiates it from other forms of questioning and is termed ‘the research process’. Rees (2003) outlines the stages of the research process, beginning with developing the research question. For Rees this process ends with the ‘communication of the findings’. This may take the form of a written report, journal article or verbal presentation to colleagues or conference delegates. Perhaps, though, the process does not end with the dissemination of the findings. Following ‘publication’, each practitioner has a responsibility to be aware of the research and to take an interest in its utilization. This stage may, subsequently, be followed by evaluation of the implementation and changing practice.









Research ethics


The woman for whom the midwife provides care, seeks her help for that reason – that is, to obtain care. Because this is so obvious, we must question whether researchers should be permitted to recruit the woman and baby for research during that care. This question, and others, raises ethical issues for the midwife (Beauchamp & Childress 2001). These and other ethical issues were addressed in Chapter 5. One fundamentally crucial ethical principle which deserves attention here, though, is autonomy.


Autonomy, meaning ‘self-rule’, is a most basic and inalienable human right. It means that the woman has the right to decide what does or does not happen to her and her body. A woman seeking midwifery care has no obligation to participate in research associated with her care, but must choose freely whether to do so. Both the researcher and midwife are obliged to ensure that the woman knows that she is not compelled to participate in research and that, if she does agree, she is always free to withdraw.


Pressure on the woman to participate may be subtle, so information must be in writing for her to keep. To enable the woman to decide she must be informed about the details and implications of the study before agreeing. Researchers are usually required to obtain the woman’s written consent but the consent form per se is insignificant compared with the information which makes any consent fully informed. The researcher should also allow the woman time to reconsider; over 24 hrs is recommended. This protects women who are especially vulnerable, such as women in labour or who have given birth to a sick baby.


An extension of autonomy is the researcher’s responsibility to ensure anonymity and confidentiality for respondents. Thus, not only is the person not named but also she and her data are not identifiable. Confidentiality is more elusive, especially when a small number of participants are involved in a study focusing on an easily recognized activity, such as giving birth to a baby with a disability.









Research critique


The term ‘critique’ means the careful examination or criticism of research, for example of a report. Unlike criticism’s usual meaning, critique carries no negative overtones. Critique does, however, comprise a fair, balanced judgement, seeking strengths as well as any limitations. Having already mentioned its strengths, I here attempt a critique of evidence-based practice.


The evidence base of practice rightly has been criticized for being incomplete. Evidence exists only on those aspects of care that have been subjected to research. One estimate is that only about 12% of midwifery care is supported by evidence. Thus it may be that the evidence base is inadequate to permit the midwife to provide comprehensive care.


This incomplete evidence base is an aspect of evidence-based practice (EBP) being addressed by ongoing research. Such research, though, may produce new evidence that conflicts with or contradicts existing knowledge. It is the practitioner’s responsibility to ensure that she utilizes the current best evidence. This requires her to assess research (see below).


Some practitioners consider that EBP may be inappropriate in an activity as uniquely human as childbearing. EBP may reduce the humanity of care. This danger has been referred to as ‘routinization’ or even as ‘cookbook care’ (Kim 2000). This argument about reducing care’s humanity has been extended to include the effects of EBP on the practitioner’s occupational group. So achieving or maintaining professional status among EBP practitioners may be reduced (Bonell 1999). This latter point is the reverse of the truth. This is because, EBP requires the practitioner to employ certain skills in addition to the knowledge, personal experience, occupational experience, empathy and intuition ordinarily used by the midwife. These additional skills include needing to understand the evidence base of practice. She must understand the strengths and weaknesses of research and distinguish the evidence to be utilized as against that to be rejected.









Research utilization by the practitioner


Having established the significance of research to midwifery, and particularly practice, we should consider the reality of midwives’ research utilization. This is one of the final stages of the research process and, perhaps for that reason, is neglected. Research utilization has attracted considerable attention in nursing (French 2005, Rodgers 2000). When nurses first examined this problem, Hunt (1981) found that their difficulties related to their education. She identified nurses’ lack of knowledge about research findings. Even when this did not apply, the nurse encountered difficulty in understanding and believing the research. Any chance of utilizing research was hampered by nurses’ ignorance about its application. A sinister phenomenon highlighted by Hunt was the organization forbidding the nurse from using research.


The problems identified by Hunt among nurses were subsequently endorsed by a study of midwives’ attitudes (Meah et al 1996). This study involved 32 midwives participating in group interviews to elicit important themes. Educational deficits again emerged. The midwives could not evaluate research, or interpret statistics or understand methods. Hunt’s sinister organizational impediment again emerged; Meah and colleagues found that midwives lacked autonomy in implementing research and they lacked role models from whom to learn research-based practice. Clearly, as these researchers observed, many of these faults are partly researchers’ responsibility.


A perplexing phenomenon was found by Hicks (1992) to limit the midwife’s use of midwifery research. Using a cross-over technique, 18 midwives were asked to evaluate two research reports. Half were told that the reports were by a midwife and an obstetrician, respectively, and the other half were told that they were by an obstetrician and a midwife respectively. The midwives consistently judged the report thought to be by the midwife as poorer than the other. Thus, Hicks demonstrates midwives’ low opinion of midwifery research; such low esteem may further inhibit research utilization.


Another study also illuminated midwives’ research utilization (Harris 1992). Using research into perineal pain control as her example, Harris asked 76 staff what research they knew about and what research they utilized. She identified profound ignorance of the plentiful authoritative research on this crucial topic. In contrast, Harris revealed the staff’s better knowledge and enthusiastic implementation of research of questionable authority and relevance; research recommending withdrawing air-rings from frail elderly patients was applied to new mothers.


An important intervention study attempted to resolve these problems (Hundley et al 2000). These researchers employed a quasi-experimental research design to assess changes in research awareness and practice among midwives and nurses. The intervention, applied to only the experiment group, involved education on certain policy and practice topics for ‘ward sisters’. The researchers found that staff attitudes to research, knowledge of research and involvement in research significantly improved in the ‘educated’ group. Quite appropriately, however, these researchers mention that changing practice is difficult. The change that they engendered, though, involved a considerable change in the culture of the research sites, as has been identified elsewhere (Rogers et al 2000).









The consumer of research


It may be apparent by now that there is little value in undertaking research – that is, beginning the research process – unless it is completed. The most important aspect of the process is the utilization of research. Although the researcher is crucial in the dissemination of research findings, the utilization decision is made by the research consumer.


We should consider who is the research consumer (Tallon et al 2000). In an otherwise admirable book, Buggins and Nolan (2000) define the consumer simply as the consumer of healthcare. The consumers of research, however, comprise a far wider group.


The ultimate research consumer is the person who receives or participates in care. In midwifery this is the childbearing woman and her family. It is necessary, though, that for the woman to experience evidence-based care, the staff should practice EBP. For this reason, the midwife is also a research consumer. To extend further the range of research consumers, we should also include the midwifery student, because her education provides the foundation for practice.






The midwifery student


The midwifery student learns about research in several ways.


First, research underpins her education (Thomson P 2000). In this way, she learns the techniques that are outlined below to critique relevant studies. The student also learns about research evidence and the areas of practice yet to be researched.


Second, in her clinical experience, the student observes the utilization of research by her mentor, acting as a role model.


Third, the student may become involved in research. This may be by attending journal clubs organized by active researchers and by meeting researchers at seminars and conferences. Additionally the involvement may be associated with participating in ongoing research in her clinical placements.


Finally, the student may find opportunities for undertaking research. Such an immense responsibility is not available to all midwifery students. The rationale is that, for the research to be valuable or at least harmless, the student requires supervision from an experienced researcher with time to invest in this learner (Mander 1988).


The midwifery student may undertake a critique of a research report during her midwifery programme. This is an opportunity to use the research literature as the basis of an informed discussion. The student should welcome this chance to present a reasoned judgement, supported by literature, of a research paper.









The midwife


The midwife is likely to encounter research reports in a wide range of midwifery, nursing and other journals as well as at meetings and conferences. Following the midwife’s critical reading of a research report in a journal or elsewhere, certain choices present themselves (Box 6.3):



• The midwife believes that the findings will resolve a problem identified in her clinical setting. On the basis of this, she seeks to implement it and evaluate the outcomes.



• The midwife decides to ignore the study because it is:


– irrelevant to her workplace



– too seriously flawed to be of value



– undertaken in a setting with a different maternity system and is not transferable.






• Although the research has limitations or was undertaken elsewhere, some of the issues are relevant to the midwife’s clinical area. For these reasons, a researcher will be approached to assist the midwifery staff in further investigating this work by replicating this study locally with a suitable sample.





Box 6.3 Actions following reading a research report






• Implementation



• Rejection as inappropriate



• Replication to test appropriateness












The woman


The childbearing woman, the ultimate consumer of research, may be involved in a number of ways. Increasingly women are involved in earlier stages of research. This is through the need for the childbearing woman’s specialized input into planning and implementing the study. Women have for too long acted just as the subjects of research. It is appropriate now for the woman to be a full partner in the research process as well as in clinical decision-making.


The information and advice that the midwife gives to the woman during her childbearing experience should, as far as possible, be research based. This information may be provided verbally, as a website address or in the form of evidence-based leaflets (O’Mara 2003). With the increasing availability of research evidence the internet helps the woman to find information. The woman, though, may still benefit from help in locating information of a suitable standard on the internet (Stewart 2005).












Critical reading


Any consumer’s reading of a research report should involve critical reading; this term means that the report should be judged well, that is fairly, rather than harshly or excessively negatively. Similarly, reading research requires an objective examination, in order to identify strengths and any limitations. Even the best research may have weak points, but the reverse may also be true in that even a weak study has some points from which the consumer can learn (LoBiondo-Wood et al 2002).


As mentioned above, asking questions is fundamental to research. This applies to the researcher, but also to the research consumer such as the clinical midwife. Many of the midwife’s questions will relate to practice, especially to routines that have become established as ‘unit policy’ and over the use of which she has little control. Some of her questions will be answered by the research literature, but whether this is so depends on her critical reading. Thus, the consumer should adopt a questioning approach to care in childbearing, an example of which is her reading of research, including the following points.






The complete research


The consumer should consider the material in its entirety, rather than piecemeal. This complete picture illuminates points that might otherwise be missed; for example, a small sample might be inappropriate to permit conclusions, but in an in-depth qualitative study a small sample is reasonable. Similarly, in a quantitative study, tables and statistical tests may disconcert some readers, but they are crucial to the findings and need to be read alongside the text.


A further advantage of reading the complete report is in the reader finding any points that have been neglected or even omitted. In this way, the reader is able to question the reason why this information is not included. This may be an oversight, but may be because the researcher wishes to minimize some questionable aspect of the study. An example would be when the response rate is not stated. The reader should be cautious about the quality of this work and may even suspect that the rate was unacceptably low. Response rates reflect the instrument’s suitability and the importance of the study to participants.









Specific points


While examining the complete report, the midwife should question whether the various parts form a unified whole, whether they are discrete entities or whether there are gaps in the presentation. One problem is that one part does not lead into the next; for example, the research questions may bear little relation to the literature review from which they should have arisen. This would lead the reader to wonder how these questions originated. Another example would be if the conclusions are not well-related to the findings, when the reader might ask whether the researcher chose the conclusions before doing the research.






Author’s details or affiliation


The author’s name, designation and qualifications are helpful in forming initial impressions. This may be because of knowledge of and respect for this researcher’s previous work. Or it may be due to the need for an examination of this particular problem from, for example, a midwifery or organizational viewpoint. The researcher’s base or institution may assist in deciding its relevance if, for instance, the report was written in a country where maternity care differs.









Introduction


The introduction should allow the reader to decide whether the report is likely to be helpful.









Literature review


To show why the current project is needed, the literature review outlines the development of knowledge about the topic up to the present time. Gaps in the literature should be highlighted, as they support the current study. If recent research is not mentioned, the reader should question when the research was undertaken in case it is out of date. If important research is omitted, the reason should be sought; the omission may reflect ignorance or perhaps another agenda. The literature review should demonstrate a relevant theoretical framework; based on a high level of knowledge, this framework helps with framing questions and designing the study (Cormack & Benton 2000, p 80). Some research approaches, such as grounded theory, review the literature alongside rather than before the data collection.









Hypothesis/research questions


The hypothesis or research questions, or both, emerge inevitably out of the literature review. These statements or questions are phrased precisely to exclude ambiguity.









Research approach/design


The research approach or design includes discussion of the possibilities that were considered and not employed. The researcher’s understanding of the issues relating to research design will demonstrate that this approach will answer the research questions.









Research method


The research method describes the complete research as it was planned. This begins with the subjects and the sample. In a quantitative study it would be necessary to give details of the calculations to produce the sample for findings to be statistically significant. The reader will ask whether the subjects would be able to provide the information to answer the research questions. An example of this not being done is if in certain groups such as children who cannot speak for themselves, the focus is on carers’ views.


Details of how the sample was identified and recruited are also necessary. A random sample strengthens a research project, but a convenience sample needs to be identified.









Data collection


The data collection details how the research instrument was chosen, designed, tested and applied. This applies particularly to questionnaires, but also to interview schedules or observation checklists. The reader must consider whether these aspects are appropriate to answer the research questions, considering the various instruments’ strengths and limitations. The quality, that is the reliability and validity of the method, is critically discussed here.









Data analysis


The data analysis should be explained, including discussion and an explanation of any statistical tests.









Ethical implications


The research’s ethical implications are considered, with discussion of how dilemmas were resolved. Obtaining ethical approval is reported and the possibility of harm to the participant is discussed, including physical or emotional trauma or lowered self esteem. Strategies to maintain participants’ anonymity and confidentiality are recounted here.









Research findings


The findings begin with aspects of the research deviating from that described in the method section. Then response rates and other demographic data are provided. The reader notes any omission, which indicates the study was not completed.


This section includes discussion of the findings or this may be separate. The discussion relates the findings to the research questions. The researcher identifies whether there were any unanswered research questions and the reasons.


This discussion includes the researcher’s own criticism of the research, in the form of a limitations section (Benton & Cormack 2000).









Reading the conclusions


The conclusions present a summary of the main findings and should be well substantiated. This section may include recommendations which are firmly supported by the research.















Conclusion


The need for midwifery practice to be ‘evidence-based’ is constantly reiterated. The meaning of ‘evidence-based’ care is less frequently considered. It is important to examine carefully the meaning of evidence and the forms in which evidence may be employed by midwives. The methods used to obtain this evidence also deserve attention. The difference between evaluative research and audit is important in that audit is compared with predetermined standards. Such material will be utilized by students and midwives in their midwifery practice, as well as by childbearing women. It may, thus, encourage some to embark on their own research.
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General research texts


 Parahoo K. Nursing research: principles, process and issues, 2nd edn. London: Macmillan, 2006.


This book is at a suitable level for the student or midwife interested in research.


 Cormack DFS, editor. The research process in nursing, 4th edn., Oxford: Blackwell Science, 2000.


This authoritative edited book discusses important issues in considerable depth.


 Rees C. An introduction to research for midwives, 2nd edn. Edinburgh: Butterworth-Heinemann, 2003.


This book is highly accessible and utilizes examples of situations and studies that are familiar to the midwife. A useful section on research critique is provided.








Evidence-based research


 Brown B, Crawford P, Hicks C. Evidence-based research: dilemmas and debates in healthcare. Maidenhead: Open University Press, 2003.


A book to help any reader to make sense of the research evidence.








Quantitative research


 Balnaves M, Caputi P. Introduction to quantitative research methods. London: SAGE, 2001.


Relatively challenging topics are addressed in a student-friendly style.








Feminist research


 Letherby G. Feminist research in theory and practice. Milton Keynes: Open University Press, 2003.


The issues relevant to research for and by women are analysed comprehensively.








Implementation of research


 Proctor S, Renfrew M. Linking research and practice in midwifery: a guide to evidence-based practice. Edinburgh: Baillière Tindall, 2001.


The challenges and benefits of evidence-based midwifery practice are addressed by these well-recognized midwife researchers.








Qualitative research


 Holliday A. Doing and writing qualitative research. London: SAGE, 2002.


These methods are highly appropriate in midwifery and are becoming increasingly important. Their significance is clearly demonstrated.








Evidence-based practice


 Walsh D. Evidence-based care for normal labour and birth. London: Routledge, 2007.


A range of issues as well as examples are covered in an accessible style in this series of journal articles.
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Regulation of healthcare professionals does not stand still and is constantly evolving, albeit in some instances, slowly. The struggles for legislation to control the practice of midwives in the UK prior to the first Midwives Act and since have been well documented (Cowell & Wainwright (1981), Donnison (1988), Heagerty (1996) and Towler & Bramall (1986)), and can be explored in detail in those texts.


The chapter aims to



describe the current regulatory framework for midwives practising in the UK. This will enable midwives and student midwives to appreciate the structure that supports them in their practice, their responsibilities and the ethos behind the current approach to midwifery regulation. Within this chapter the reader can consider:


• the purpose of regulation of healthcare professionals



• the functions and scope of the current midwifery regulatory body – The Nursing and Midwifery Council



• the legal process that is followed when changing statutory regulation



• the framework for statutory supervision of midwives



• proposed changes to regulation in the twenty-first century.









The purpose of midwifery regulation


Statutory regulation provides structure and boundaries that can be understood and interpreted by both professionals and the public, and it is the basis of a contract of trust between the public and the profession. Although the primary purpose of regulation is protection of the public, the same mechanism protects midwives and supports them in their practice. The UK was not the first country to establish legislation governing the practice of midwives as governments in Austria, Norway and Sweden had taken such an approach as early as 1801.


Regulation of midwifery can and should play a key part in helping to improve women’s experiences of the maternity services. Women and their families look to regulation to ensure that they are being cared for by competent and skilled midwives who are properly educated and up to date in their practice. It is important therefore, not to think of regulation in terms of abstract concepts or principles, but what it means in ordinary everyday aspects of healthcare, and how it can support the types of care that women need or we would want for ourselves and our families. Midwifery regulation enables the public to be assured that anyone calling themselves a midwife is competent to practise as a midwife.


In the UK, no-one can call themself a midwife or practise as a midwife unless they are on the Nursing and Midwifery Council’s (NMC) Register. This registration must be active, which means that the midwife has met the continuing professional development and practice requirements to stay on the Register and has paid the fee that enables this to happen.


As Frances Blunden stated in 2007, ‘Much of the current approach to regulation is far too reactive, with a tendency to focus on serious misdemeanours. We wait for someone to get it wrong dramatically and then very slowly take action. Women should not have to die or to be seriously harmed by the actions of midwives or other professionals before the protection that regulation is supposed to afford them swings into action. That’s an approach that lets down women, their babies, and professionals, sometimes very badly.’


There has been a change in the ethos and approach to regulation in the UK during the past 5 years and regulation is moving to a more proactive stance that seeks to prevent harm from happening in the first place. This change will hopefully ensure that midwives, wherever they practise, adopt the values and principles of a woman-centred approach to regulation in all that they do.






Self-regulation


In the UK, midwives are members of a self-regulating profession. Self-regulation is a privilege in many ways, as it means that the standards for education and practice expected of any midwife are set by midwives themselves. Self-regulating professions have regulatory bodies that are funded by the professionals themselves. In the case of midwives and nurses, their initial and subsequent periodic registration payment is the sole funding that pays for all of the functions of their regulatory body, the NMC.


In the UK self-regulation is achieved through a statutory midwifery committee of the NMC, which advises the Nursing and Midwifery Council (The Council) about what is needed to ensure safe and competent midwives. The midwifery committee has powers defined under Section 41 of The Nursing and Midwifery Order (2001). The term ‘statutory’ means that the role and scope of the committee is set in law and cannot be reduced or the committee disbanded unless there is a change in legislation to allow that to happen. Any rules or standards for midwifery education or practice set by the midwifery committee are subsequently approved by the Council before they can come into effect.


While midwives practise in a wide range of settings, as a profession they are unified by underlying values and responsibilities. Being a midwife is not merely a job, it is a professional responsibility. Each midwife has a personal responsibility for their own practice by being aware of their own strengths and weaknesses in practice. Each is expected to take steps to ensure they develop their skills and knowledge to ensure that they maintain their own competence.


There has been and remains rising public concern in the UK about healthcare professionals regulating themselves as a result of some high profile media cases where patient care was severely compromised (Kennedy 2001).


Midwives have a responsibility to be aware when a colleague’s practice is not up to the expected standards and to take appropriate action when this is the case. Self-regulation and professional freedom are based on the assumption that professionals can be trusted to work without supervision and, where necessary, to take action against colleagues (Hogg 2000).


Midwives also share a collective responsibility for how women and their families are treated and cared for. This means that they have a responsibility to highlight both individual instances where practices are compromising safe and appropriate care for women, but also where the systems or processes within organizations providing services for women are compromising safe care.


Although most healthcare professions in the UK set their own standards and codes of conduct, this was not always the case for midwives. When the original Midwives Act came into force in 1902, the body it created, the Central Midwives Board (CMB), had no requirement for even one midwife to be included on its Council. Until 1983, it was the case that the midwifery statutory bodies of the UK were dominated by doctors who also held the chairmanships until the last decade prior to their dissolution.





This powerful body was not, as was the case with other professional statutory bodies, to be largely constituted of members of the occupation to be regulated, but to be in the hands of medical practitioners (RCM 1991).





At the present time, self-regulation of midwifery does not exist in some countries. In some instances, regulations for midwifery education or practice are set by the national Government, or by another professional group who may be perceived as ‘senior’.


The midwifery profession, as are other professions in the UK, is affected to varying extents by national regulations that are set by others who are not part of the profession. Examples of this are legislation to protect vulnerable children or adults (DH 2006, 2007a), medicines legislation (see Ch. 49), employment legislation or health and safety regulations in the workplace. All midwives are bound by these national laws in the same way as others.


Protection of the public cannot be achieved through the Regulatory body alone. It is more likely when the combination of statutory regulation, personal self-regulation, employment practices, professional organizations, education and other means of working with a common purpose achieves a strong framework that enhances protection of the public.


However, as the events at Bristol showed, it can be very difficult for individual professionals to act ethically and raise these issues within their organization for fear of reprisal. It is here that the regulator and regulation can play an active role in supporting the individual midwife by offering guidance to her. The regulator can also work actively with other service regulators such as the local supervising authorities or the Healthcare Commission in England or Quality Improvement Scotland, etc. to ensure early action is taken to prevent unnecessary harm to women or their families.









The NMC code


Midwives and midwifery practice in the UK are bound by a set of rules and standards that set the minimum requirements for anyone wishing to practise midwifery within the four countries. In addition to these requirements, which affect only midwives, there is a further set of ethical and behavioural standards to which all midwives and nurses working in the UK must adhere (NMC 2008a).


This is perhaps the most significant of the standards set by the regulatory body for midwives as it contains the ethical and moral codes that all midwives are expected to comply with. The Code applies to anyone who is on the NMC Register; however the relevance and need for codes of practice and conduct go beyond nurses and midwives and their day-to-day contact with women or patients.


Even when off-duty, midwives must still adhere to the principles and values embodied in The Code, particularly as they directly relate to the women and families that have been in their care. An example of this is respecting women’s confidentiality. How easy would it be to breach this should a midwife discuss a difficult day with a woman or her family, to her partner or friend?


The regulator is clear that midwives working as managers also need to abide by The Code and principles of good practice, and have a duty towards women and their families, as well as the wider community. Although they may have minimal direct contact with women, their conduct, practice and professional decisions can fundamentally affect women’s care. There is a public expectation that their first consideration in all activities must be the interests and safety of women and families.


Increasingly, women come into contact with support workers who are taking on many roles or tasks that in the past have been undertaken by midwives (NHS Employers 2005). There have been concerns expressed about the increasing role maternity support workers are playing in some hospitals and communities in providing care, and that this might be putting women and babies at risk (Sandall et al 2006). This raises another important question for the midwives who are asking support workers to take on roles that are outside their level of competence, and their personal responsibility for this under The Code.


The Code defines what women and their families have the right to expect in any encounter with a midwife. These can be summarized under the following:



• Act always in the best interest of women and their families



• Practise always in a safe and competent way



• Be personally accountable for maintaining your competency and skills



• Practise only within the scope of your competence



• Do not compromise the safety of the individual woman or her family either by act of commission or omission



• Do not ask someone else to do something that is neither appropriate to their skills or beyond their competence



• Do not forget the skills of midwifery, compassion, interpersonal skills and support for women and their families



• Respect the life, dignity and rights of the individuals you care for.


Although The Code sets out the principles and values for professional midwifery practice, it cannot guarantee high quality care unless the individual midwife internalizes the values that underpin the Code and takes personal responsibility for complying with its requirements.









Public expectations of professionalism and regulation


Women and their families look to regulation and the regulator for protection from ‘bad’ professionals. They expect effective systems to pick up poor performance and to address the problems effectively, with appropriate sanctions or measures. They also expect effective redress mechanisms if something goes wrong that are timely and easy to access. Unfortunately, many of the public’s assumptions about regulation are misguided as there is no coherent regulatory system that guarantees quality and safety across the whole healthcare system.


Most members of the public do not know how midwives or other healthcare professionals are regulated and may not be concerned to know how this is achieved. This is because they receive good treatment from most professionals when they receive healthcare. The fact that a midwife is a member of a professional Register acts as a symbol of quality and competence that women can have trust in.


The public have high expectations of midwives, that they are compassionate, competent and provide safe care. Women allow midwives and the other healthcare professionals involved in their maternity care to have intimate access to their lives, home and property because they trust them to do what they are supposed to do, and to do it right. Trust is fundamental to the healthcare relationship. It is the responsibility of every midwife to maintain and build that public trust and confidence at all times. To betray that trust may not only cause physical or emotional harm, but also potentially undermines the reputation of the whole profession.






When is a midwife not a midwife?


‘Midwife’ is a title protected in statute in the UK. This means that no-one can call themselves a midwife or indeed imply they are a midwife in a business unless they hold active registration on the midwives part of the NMC register. In practical terms, this means that although a number of individuals may hold a midwifery qualification, they cannot use the title midwife nor provide midwifery care and advice unless they have met all requirements to join and maintain their registration as a midwife.


This has important implications for organizations who may wish to employ someone who holds a midwifery qualification but who does not hold midwifery registration, to offer care or advice to pregnant women. Such an approach increases risk to the public as the person would not be competent to provide midwifery care or advice. It would also mean that the individual concerned would be committing a criminal offence.


This most often applies to those who may have trained as a midwife and as a nurse but who have lapsed or not met requirements to maintain the midwife part of their registration. It would also apply to anyone wishing to work in the UK who may have trained as a midwife outside the UK but who is not registered as such with the NMC.


There are also implications for anyone wishing to set up a business with the term midwife or midwifery in the name of the business. In the UK, most types of businesses have to be registered with Companies House. Permission must be sought from the NMC for the title to be used in this context otherwise Companies House will refuse to register the name of the business. This is one way of reducing the risk of misleading the public, as the business title could imply that it relates to midwifery services or products.












A brief history of UK midwifery regulation


The first Midwives Act in the UK was passed in 1902. This Act of Parliament was not initiated by the Government of the time but was promoted by individual Members of Parliament through Private Members’ Bills and supported in the House of Lords by others who supported midwife registration. The main provisions of the Midwives Act 1902 were as follows:



1 Prohibition of unqualified practice



2 The establishment of the Central Midwives Board with statutory functions



3 Rules regulating the practice of midwives



4 Local supervising authorities and the supervision of midwives.


The Midwives Act 1902 established the Central Midwives Board (CMB) with jurisdiction over midwives in England and Wales. This was followed by The Midwives (Scotland) Act 1915 and The Midwives Act (Ireland) 1918, which established similar bodies in Scotland and Ireland. In Northern Ireland, the Joint Nurses and Midwives Council (Northern Ireland) Act 1922 made provision for a Joint Council to take over responsibility for nurses and midwives, and the Nurses and Midwives (Northern Ireland) Act 1970 established the Northern Ireland Council for Nurses and Midwives (NICNM).


This meant that prior to 1983, four separate bodies were responsible for the regulation of midwifery in the UK. In the intervening years, the legislation was amended and changed to address the need for improved education of midwives and differences in healthcare and in some instances healthcare policy.


On 1 July 1983, the statutory control of the practice, education and supervision of midwives became the responsibility of the United Kingdom Central Council (The UKCC) and four National Boards for Nursing, Midwifery and Health Visiting, one in each of the four countries of the UK. The primary legislation under the regulatory body previous to the NMC, the UKCC, was the two Nurses, Midwives and Health Visitors Acts 1979 and 1992. These two Acts were consolidated in the Nurses, Midwives and Health Visitors Act 1997.


During the 1990s, the government devolved power away from the UK parliament based in Westminster, to the other three countries of the UK so they could establish their own parliaments or assemblies. This devolution has not impacted greatly on the regulation of midwives as they are one of the established professions. The power to regulate established professions remains with the UK parliament at Westminster, advised by the Department of Health England. Only new health-related professions that may be established in the future will be exempt from this approach.


The NMC was established in 2002 by The Nursing and Midwifery Order 2001 and took over most of the functions of the UKCC and the four national boards. This reunited standards for education with standards for practice and supervision of midwives on a UK basis. The creation of this UK-wide regulatory body the Nursing and Midwifery Council was contrary to the trend of devolving powers to national parliaments.












The Nursing and Midwifery Council


The Nursing and Midwifery Council (NMC) is the UK-wide regulator for two professions, nursing and midwifery. The primary purpose of the NMC is protection of the public and it does this through maintaining a register of all nurses, midwives and specialist community public health nurses eligible to practise within the UK and by setting standards for their education, training and conduct. As of March 2006, the number of midwives and nurses registered with the NMC was over 682 000, of whom approximately 43 000 were midwives (NMC 2007a).


The powers of the NMC are set out within the Nursing and Midwifery Order 2001 (The Order), which is the main legislation that lays out the NMC’s role and responsibilities. As was the case with the CMB and UKCC, one of the core functions of the NMC is to establish and improve standards of midwifery and nursing care in order to serve and protect the public.


To achieve its aims the NMC:



• maintains a register that lists all qualified nurses, midwives and specialist community public health nurses



• sets standards and guidelines for nursing and midwifery conduct, performance and ethics



• provides advice for nurses, midwives and the public about professional standards



• quality assures nursing and midwifery education



• sets standards and provides guidance for local supervising authorities for midwives



• considers allegations of misconduct, lack of competence or unfitness to practise because of ill health.


The main purpose of The Order was to provide a stronger framework for public protection and to implement important reforms to the system of professional regulation. This was partially in response to increasing public concern in the UK with regard to health professions self-regulating, as there were fears in some quarters that professions were protecting themselves rather than protecting the public. The intent behind The Order was to make regulation simple, streamlined and more effective in dealing with the many complex issues affecting the modern day health services, users of the service and the key professions of nursing and midwifery so vital to it. The Order is not perfect however, and there remain anomalies that will need further legislative changes to improve systems. An example of this is the need to consolidate the processes involved in dealing with fitness to practise. At present, this is dealt with through three separate committees, but as a result of policy change that separates the regulators’ function of investigation and prosecution from that of hearing evidence and making judgements, there is a need to consolidate processes through one committee in the future.


Although most of the key functions that are needed for regulation of midwives and nurses remain unchanged, some important additions were included in the NMC’s remit. These include:



• power for the NMC to design procedures to make and maintain efficiency



• greater representation of public and patient interest and involvement



• increase in lay participation balanced with professional representation



• faster and more transparent procedures



• a wider definition of unfitness to practise for reasons of misconduct or lack of competence



• more powers to deal with these in a fair and effective manner



• greater transparency and accountability to the public



• consistency across professional boundaries



• greater cooperation and partnership with different professions, the NHS and private sectors.


For midwifery, one of the key changes resulting from the Order concerned setting standards and providing advice and guidance for local supervising authorities (LSA) as this had been the responsibility of the four national boards.


The Order does give the NMC the power to delegate some functions should it wish. New standards for the monitoring of quality of education programmes came into effect across the UK in 2006 and responsibility for monitoring and reporting on these has been delegated to an independent monitoring agency. There are however, no provisions under The Order for the delegation of setting standards for the LSAs, a function which is seen by many as an effective mechanism for public protection.






The Register


The Register is the tool that enables the NMC to deliver protection of the public. It acts as a guarantee for the public that only those who are safe and competent to provide care can do so. Any midwife who wishes to practise in the UK must be a member of the NMC register otherwise she would be practising illegally.


At the present time, the Register is made up of three parts covering two professions. These are the Midwives part of the Register, the Nurses part of the Register and the Specialist Community Public Health Nurses part of the Register.


To gain entry to either the midwives’ or the nurses’ part of the register, an applicant must have completed successfully the relevant pre-registration education programme. They must have demonstrated that they have reached competence by the end of the programme and that they are of good health and good character. Entry to the specialist community public health part of the register cannot be made directly. This can only be achieved by midwives and nurses who hold registration and who have gone on to complete a specialist level qualification related to public health.


Every person holding registration has an individual personal identification number (PIN). This can be used by employers or members of the public to check with the NMC that the person holding the PIN is indeed on the NMC register and as such is fit for practice. The NMC is bound by law to make the register available for inspection by members of the public; however it is up to the Council to maintain and publish the register in a manner it considers appropriate.


Midwives who trained in the UK or in the European Union must apply to join the NMC Register before they can work as a midwife in the UK. Their pre-registration midwifery education programmes must have met the European requirements and as such can be recognized anywhere in the EU (EU 1980, amended 1989).


If a midwife trained outside the UK or European Union, then they must also apply to join the NMC Register before they can work as a midwife in the UK. As part of the application process, they must be able to demonstrate that their original midwifery programme has met the same standards that are required in the UK and that they hold competence in the English language to a high level. They must also have held registration and practised as a midwife in their original training country for a minimum of one year after gaining their original qualification as a midwife.


Once they have demonstrated to the regulator that they have met these requirements, then they will gain approval to complete an adaptation programme. Adaptation programmes are designed to help the midwife to practise in the context, culture and expectations of UK society and give the midwife an opportunity to demonstrate she is competent to provide midwifery care in the UK. When this has been completed successfully the midwife can then be signed off by a supervisor of midwives and a lead midwife for education as fit to join the NMC register.


All midwives wishing to practise in the UK have an additional legal requirement to give notice of their intention to practise (ITP) each year. This is done via statutory organizations called local supervising authorities (LSAs) who are obliged to inform the NMC when they have received notifications from midwives. The ITP notification is linked to the midwife’s registration at the NMC and it is illegal for any midwife to practise without having submitted her notification before she practises in any local supervising authority. The only exception to this would be if she had to provide unexpected emergency care to a woman somewhere in the UK, in which circumstance the ITP can be submitted retrospectively to the local supervising authority where the emergency took place. The link between ITP notification and registration means that this is one way of monitoring whether a midwife has met the practice requirements for maintaining her registration. If a midwife has not submitted her notification of intention to practise, anyone checking her registration status will be informed that the legal requirement has not been met.












Statutory instruments


The next section describes the process involved in creating regulatory documents and standards. To aid understanding, specific legislation affecting midwives in the UK has been used as an illustration.


One of the first principles to understand is that there is a hierarchy in both the type of statutory legislation and the language used within legislation. This hierarchy imposes different levels of compulsion on the organizations and individuals affected by the legislation. All legislation is divided into primary and secondary legislation, with differences between the two.






The Nursing and Midwifery Order


This is the main legislation that established the NMC. It is a Statutory Instrument (SI) made under Section 60 of the Health Act 1999 and, within the NMC, is generally referred to as ‘The Order’.


The Order sets out what the Council is required to do (shall) and provides permissive powers for things that it can choose to do if it so wishes (may). The numbered paragraphs within The Order are referred to as Articles (Newton 2006).


Primary legislation is enshrined in Acts of Parliament, which have been debated in the House of Commons and the House of Lords before receiving the Royal Assent. Such legislation is expected to last at least one or two decades before being revised. With the pressure that exists on parliamentary time, Acts of Parliament are frequently designed as ‘enabling legislation’ in that they provide a framework from which statutory rules may be derived, otherwise known as secondary or subordinate legislation. All secondary legislation is published in statutory instruments (Newton 2006).


Statutory Rules (secondary legislation) do not generally require parliamentary time as they were in the past, when agreed, endorsed by the Secretary of State. This function was transferred to the Privy Council, who lay the Rules before the House of Commons for formal and generally, automatic approval (Box 7.1). Statutory rules can in theory be implemented or amended much more quickly than is the case for primary legislation, though at best this will take several weeks or months.





Box 7.1 Statutory Instruments implementing the Nursing and Midwifery Order 2001


The Statutory Instruments implementing the Nursing and Midwifery Order 2001 are all made by order of the Privy Council and fall into two categories:



1 Orders relating to matters to be determined by the Privy Council



2 Rules made by the NMC in respect of various aspects of its functions.





To make matters more complex however, the Nursing and Midwifery Order 2001 is neither of the above. It came into being under what is known as the affirmative Order procedure. The affirmative Order procedure is an ancient and infrequently used law-making process with its roots going as far back as to Henry VIII. Because of this association, it is sometimes known as the Henry VIII rule. It differs from primary legislation in that although it also receives Royal assent, unlike primary legislation, it is not debated in either the House of Commons or the House of Lords. This procedure is more amenable for rule amendments without the need for a major discussion and passage through the Parliamentary process. Statutory rules can emanate from an Order and this is an important difference between an Order and secondary rules.


Although the affirmative Order procedure shares many similarities with secondary legislation, which as has been noted are published in statutory instruments, there is an important difference between the two: The Nursing and Midwifery Order 2001 has written within it secondary law-making powers, which will be made by statutory instruments. For example, the latest Midwives Rules came about via statutory instruments, as did the NMC Rules and procedures governing fitness to practise. There are a number of other Rules all made by Statutory instruments, such as the rules necessary to establish the professional register and those brought in for election to the Council that took over in 2005 (Newton 2006).


Affirmative Orders have, in common with secondary rules, the facility to adapt, amend and implement rule changes more quickly than an Act of Parliament. Their appeal for the government of the UK in a time of rapidly changing health and social scene may well lie in their amenability to be changed quickly and bypass lengthy Parliamentary procedures.


The progress of The Order in all other ways was akin to the way statutory rules are made. The draft order was ‘laid’ before each House of Parliament for a period of one month. Though points for clarification and objections could be raised, there could be no amendments once it was ‘laid’ and had to be accepted in its entirety (Table 7.1).


Table 7.1 Matters determined by the Privy Council






	SI number

	Title

	Came into effect






	2004/1762

	
The Nursing and Midwifery Order 2001 (Transitional Provisions) Order of Council 2004

	1 August 2004






	2004/1763

	
Nursing and Midwifery Order 2001 (Legal Assessors) Order of Council 2004

	1 August 2004






	2004/1765

	Nurses and Midwives (Parts of and Entries in the Register) Order of Council 2004

	1 August 2004






	2004/1766

	European Nursing and Midwifery Qualifications Designation Order of Council 2004

	1 August 2004






	2004/1771

	The Health Act 1999 (Consequential Amendments) (Nursing and Midwifery) Order 2004

	1 August 2004











Section 60 orders


Amendments to The Order have to be made by means of another order made under Section 60 of the Health Act 1999, known as a Section 60 Order.


A Section 60 Order is drafted by the Department of Health. It is subject to consultation and may be amended before being laid before Parliament. It is then subject to debate in both Houses and, once approved, is presented to Her Majesty in Council for the Order to be made. This is known as the affirmative resolution procedure.









Rules


The Order requires the Council, which is in effect the board of trustees of the NMC, to stipulate various matters. Examples of these are:



• requirements for midwives’ education and practice



• requirements for supervision of midwives.


These matters must be included in the Rules and the responsibility for approving these Rules cannot be delegated by the Council. This is why, when the statutory midwifery committee of the NMC makes a decision relating to midwifery education, practice or supervision, it has to be approved by the Council before it comes into effect.


Some rules apply to all nurses as well as all midwives on the NMC Register. Examples of these are:



• fees for registration



• entry requirements to pre-registration education programmes that allow application to the Register



• the number of hours of education and practice needed by every midwife or nurse to stay on the Register



• the time period during which someone who is the subject of a fitness to practise allegation may submit written representations.









The process for making rules


Any underlying policy that may result in amendments to Rules or Standards is developed by NMC staff and overseen by the relevant committee. For midwifery, this work is normally carried out within the midwifery department of the NMC and is overseen by the midwifery committee.


The NMC has a duty to consult on all its policy and standards and this is a requirement on the NMC enshrined within The Order. Consultation is an interesting concept; it can range from discussions, to inform thinking about potential policy change through to seeking advice from experts to define policy.


The NMC uses a variety of methods to consult and in relation to midwifery policy starts consultation at early stages in development work. This is achieved by involving midwives and women using maternity services at the beginning of a piece of work to help shape the broad content of any standards or guidance. The NMC may then go on to invite individuals with acknowledged expertise to participate in working groups to refine this work before then going out to a more formal public consultation if the outcome of work involves significant change to the existing standards of midwifery practice.


Formal consultations can be paper-based question and answer forms, web-based on line questionnaires or via facilitated focus groups. The NMC uses focus groups to ensure that more in depth views are gained on profession-specific matters such as the standards for the preparation and practice of supervisors of midwives. Midwives, members of the public and others can apply to join focus group consultations to discuss and feedback their views on any proposed standards or policy.


Ultimately, any decisions on new standards or policy are made by the regulatory body. The information gained through consultation helps the NMC to understand any impact that its decisions may have, and is likely to influence the content of any standards that may result. Not everyone will be happy about every standard or change that may be required by the NMC. Midwives can influence the outcome of the work of the NMC by participating in its work and by responding to consultations so that their views become known.


Once a consultation is concluded, the NMC considers the feedback from this and then the Rules are drafted by solicitors instructed by the NMC. This can take several drafts to ensure that the intent is not lost when translated into the obligatory legal language.


The proposed rules are then subject to approval by the Privy Council which acts on the advice of solicitors from the Department of Health. The final version of the rules is then ‘made’ (approved) by the Council. Once that is achieved the rules are signed by the Chief Executive and Registrar of the NMC and the President of the NMC. The official seal of the NMC is then applied to the document, the original copy of which is stored within the NMC vaults (see Table 7.2 for examples of rules).


Table 7.2 Rules made by the NMC






	Number

	Title

	Came into effect






	2003/1738

	Nursing and Midwifery Council (Practice Committees) (Interim Constitution) Rules Order of Council 2003

	4 August 2003






	2004/1654

	Nursing and Midwifery Council (Fees) Rules Order of Council 2004

	1 August 2004






	2004/1761

	Nursing and Midwifery Council (Fitness to Practise) Rules Order of Council 2004

	1 August 2004






	2004/1764

	Nursing and Midwifery Council (Midwives) Rules Order of Council 2004

	1 August 2004






	2004/1767

	Nursing and Midwifery Council (Education, Registration and Registration Appeals) Rules Order of Council 2004

	1 August 2004






	2005/2250

	Nursing and Midwifery Council (Election Scheme) Rules Order of Council 2005

	12 September 2005






	2005/3353

	Nursing and Midwifery Council (Fees) (Amendment) Rules Order of Council 2005

	1 January 2006






	2005/3354

	Nursing and Midwifery Council (Education, Registration and Registration Appeals) (Amendment) Rules Order of Council 2005

	1 January 2006







Amendments to an existing set of rules have to be made by means of another set of Amendment Rules and the process for preparing and making Amendment Rules is the same.


Making rules is a long process which takes many, many months to complete because of the time taken to agree policy, consult and amend policy if needed and draft and lay the rules before parliament. For this reason The Order enabled the NMC to set many of its requirements within standards, and these are developed in a slightly different way to rules in the hierarchy of legislation. Standards are as binding on the education, practice and behaviour of midwives as rules but in theory are easier to amend if change is needed.









Standards


The Order requires the Council to establish standards in relation to various aspects of its functions, for example:



• standards of competence that must be reached before a student midwife can be admitted to the midwives’ part of the Register



• standards for supervision of midwives



• standards for the use of supervised practice



• local supervising authority standards.


The NMC is required to consult before establishing any standards in the same way as for Rules and before it publishes the standards. The final version of any standards are agreed by the midwifery committee and approved by Council before they come into effect. Standards should be considered as ‘must do’ in terms of midwifery education, practice and supervision.









Guidance


The Order requires the NMC to give guidance on a number of matters, for example:



• completion of intention to practise notifications



• access by women to local supervising authority midwifery officers



• notification of change of correspondence address to the NMC



• professional indemnity insurance.


Again the NMC is required to consult before giving any guidance and to publish that guidance, and similarly, the power to approve and amend guidance rests with the Council. Such guidance gives direction and is considered as a level of practice or behaviour that is expected of all midwives. In regulatory terms it is not something that can be considered as only advisory or useful information. As such NMC guidance can be considered by a conduct panel when assessing a midwife’s fitness to remain on the Register should any allegations be made against her.









Advice


In addition to the statutory requirements upon the regulator in the UK to provide guidance for practice, the NMC is also required to provide help and advice to midwives that relates to their professional responsibilities in practice. This may be very different in approach to advice gained from a professional representative organization such as the Royal College of Midwives. Advice from the regulator will be based on the rules and standards for midwifery practice and will include where appropriate ethical consideration of the situations midwives may find themselves in. The regulator would not however, offer advice on employment matters or advice on how maternity services could be provided as this is outwith its remit.


The NMC publishes advice from time to time on a range of subjects that affect regulation, education or practice. Examples of these include:



• exposure prone procedures in midwifery practice



• advertising and sponsorship



• chaperoning



• conscientious objection



• delegation of care



• independent practice



• midwives and home birth.


The content of this type of NMC advice is not required to be consulted on, although in practice it may be in a limited way. One way of achieving this is to develop such advice with input from other organizations or representatives such as the UK-wide local supervising authority midwifery officers’ forum, or with representatives of women’s groups such as the National Childbirth Trust.


Such advice is published via NMC circulars as is the information to external organizations that changes in standards are about to come into place. Copies of this type of advice can be obtained from the NMC via its website www.nmc-uk.org. If a professional situation is more complex, a midwife can ask for personal advice by using the NMC’s professional advisory service.












The Midwives Rules and Standards


The Midwives Rules and Standards are specific to the midwifery profession and are developed through the midwifery committee and approved by the Council. The powers that enable the development of these statutory instruments are set by The Order in Articles 41, 42 and 43.


Article 41 defines the role and scope of the midwifery committee and the obligation that the Council has to consult with the committee on any of its work that affects midwifery. This places the midwifery committee in a very powerful position on behalf of the midwifery profession. At present the committee is made up of two practising midwives from each of the four countries of the UK and two lay members of Council. In addition the committee has co-opted three lay members from women’s representative organizations to assist its work and decision-making.


Article 42 relates to midwifery practice and allows the NMC to make rules specifically to regulate midwifery practice beyond those rules that affect all midwives and nurses. The Order empowers the NMC to draw up secondary legislation in the form of rules. Midwives rules are passed under this procedure and the rules referred to in this article were made by Statutory Instrument (NMC 2004).


It was the practice with previous regulatory bodies for the midwives rules to be supplemented by a code of practice. These codes did not have a legal status, although they did provide information intended to assist safe practice. This approach was changed by the NMC, which has included standards and guidance within the statutory instrument known as the Midwives rules and standards.


Article 42 has two parts. Part one empowers Council to regulate the practice of midwifery with rules that may address:



• the circumstances and procedures that may lead to a midwife being suspended from practice



• a requirement for midwives to give notice of their intention to practise (ITP) to the local supervision authority in which they intend to practise



• a requirement for midwives to attend education and training programmes specified by the NMC.


Part two relates to the local supervising authorities and their obligation to inform the Council of any midwives notifying them of their intention to practise.


Article 43 relates to local supervision of midwives and gives the Council the power to set standards in relation to supervision. This is also the section that deals with referral of midwives to the NMC if there are concerns about their fitness to practise and enables the supervising authorities to suspend midwives from practice if there is a significant risk to the public were they to remain able to practise.


The regulator has used the permissive powers it has within The Order to describe rules and more detailed standards on all of these areas that have a significant impact on midwifery. These statutory requirements can be viewed as enabling midwifery practice, so that the scope and input of midwives and midwifery with women can be developed and expanded to meet the changing needs and expectations of society. Conversely, some may choose to use them in a restrictive way to impede practice or healthy change, which was not the intent of the regulatory body.






Offences


There are some interesting inclusions in The Order that mean that anyone breaching the requirements of The Order could be liable for criminal prosecution, and one relates specifically to midwifery.


Article 45 is an important three-part section within The Order and defines who may provide care for a woman during childbirth. Childbirth has a statutory definition within the Midwives rules and standards and therefore includes pregnancy, birth and the postnatal period.


Parts one and two state that only a registered midwife or a registered medical practitioner, or a student midwife or a medical student as part of a statutorily recognized course, may attend a woman in childbirth. There is immunity for anyone acting to help a woman or baby in a sudden emergency. Outside these categories, anyone attending or assuming responsibility for care is committing an offence.


Part three describes the penalty involved if convicted, which is a fine not exceeding level 5 on the standard scale (to a maximum of £5000) to anyone who contravenes this Article. The fine was raised from level 4 in the previous legislation under the UKCC to reflect the seriousness of this issue.


This restriction was retained in spite of representation by women’s groups for a fine for this offence to be dropped altogether. The Association for the Improvement in Maternity Services (AIMS) took the view that, given the debate about midwifery attendance at home births in the late 1990s, a woman may at least have the attendance of a partner, or as a last resort a relative, in cases where a woman wanting to give birth at home has no qualified midwife available to attend her. AIMS argued that having someone unqualified is better than having no one in attendance at all. During the House of Lords debate (Hansard 2001), Lord Hunt stated that the point of the offence is to protect the function of midwifery in the interest of public safety, an offence that has been in force in the UK since the first Midwives Act of 1902.









Employers and protection of the public


As has been discussed previously, protection of the public is best achieved through a joint approach to regulation. This means that employers have a vital role in ensuring that midwives working for them have the appropriate skills and knowledge for the job and hold current registration with the NMC. If an employer does not have robust systems in place for ensuring that their midwives have met the statutory requirements including active midwifery registration then they may be putting the women and babies they are providing care for at risk.


The employer’s role in protection of the public starts when they recruit staff and good employment practices protect the midwife too. The employer should take up references from any previous employer to ensure that there were no concerns about the safety of practice or good character of the applicant in previous roles. Any employer considering a midwife should also ensure that registration is in place by checking the NMC Register and carry out a criminal records check to ensure that the person is not barred from caring for vulnerable children or adults. New legislation has been created in England through the Safeguarding Vulnerable Groups Act 2006 (DH 2006) and in Scotland through the Protection of Vulnerable Groups (Scotland) Act 2007 (DH 2007a) to strengthen requirements relating to care of vulnerable children and adults.


Finally employment in any area related to midwifery advice or practice should not start until it has been confirmed that the midwife has submitted her notification of intention to practise to the local supervising authority.


Each midwife is personally responsible for keeping herself up-to-date and competent. Although not a statutory requirement upon employers, it is in the employers’ interest to support midwives to achieve this. Safe and competent midwives reduce the risk to the employer that poor practice may occur. It also increases the likelihood that the employer is providing a safe system of care to women and their families. Of course this does not just relate to providing midwives with time and access to ongoing professional and personal development. This includes provision of safe working environments and staffing levels that reduce the risk of things going wrong.


Employers who engage with supervision of midwifery in an active and positive way by working collaboratively and supportively with the local supervising authority and supervisors of midwives will reduce risk as this will strengthen their clinical governance systems.


Robust Human Resource systems to ensure regular (at least annual) registration checks will ensure that only those who have met requirements for safe and competent practice are providing care and have continued registration. Human error does occur in relation to maintaining registration and good employment processes will act as ‘belt and braces’ for safety for the employer. Any insurance scheme (see Ch. 53) that may protect the organization financially in the event of litigation against poor practice would be invalidated should an individual midwife have allowed her registration to lapse, regardless of why this may have occurred.


This is perhaps the opportunity to consider the matter of personal indemnity insurance. Indemnity insurance protects the midwife herself, and offers a degree of financial security for the woman and her baby should things go wrong. There may be a need for financial compensation to cover the costs of ongoing care if it is needed. As most midwives are employed by organizations this is rarely a problem as the employer usually holds vicarious liability for the midwife’s practice and therefore provides indemnity through its insurers. It remains a problem for midwives who practise on a self employed basis, as there is no indemnity insurance cover available to them through existing insurance companies.


While recognizing the dilemma for self-employed midwives, the NMC recommends that all midwives hold professional indemnity insurance. If this proves not to be the case the midwife is expected to inform the woman about the lack of insurance and what the implications of that might be. This will enable the woman to choose to continue care with that midwife or to move to alternative midwifery care where insurance is available. The midwife is expected to record that she has given the information on this matter and its implications, within the woman’s maternity records.









Dealing with poor practice


There is a perception among many midwives that the regulator only deals with misconduct. While this is a very important part of the regulator’s role, and one which uses the largest part of its annual budget, it is relevant only to a very small minority of midwives on the NMC Register. This is because the majority of midwives practise safely and within the scope of their skills and knowledge to the required standards, often despite restrictions in resources, or increasingly complex caseloads within their employment.


As at 2008, the NMC receives approximately 1600 complaints against nurses and midwives per year and of those, approximately 100 are about midwives. When this is considered against the 43 000 midwives on the Register, it can be seen that the numbers referred to the NMC are actually very small. Allegations against midwives come from a variety of sources (Box 7.2).





Box 7.2 Sources of complaints






• Members of the public (women, relatives, patients etc.)



• Police



• Employers



• Local Supervising Authority (approx. 15% of midwifery referrals)



• Other professional regulators or organizations (GMC, HCC, etc.).





The NMC will not deal with allegations against anyone on its Register unless two criteria are fulfilled. The complaint must be made in writing by a named person or representative of an organization and it must be made ‘in the form required’. This means that the allegation must contain essential information about where and when an incident or pattern of events took place and who was involved. Further information on what is required can be downloaded from the NMC website on www.nmc-uk.org and is in a slightly different form for employers or the LSA than if an allegation is being made by a member of the public who may not have access to some information, such as PINs or the midwife’s name.


Once an allegation is received in the form required, NMC staff carry out further investigation before a case can be brought to a committee who will consider whether there is a case to answer or not. The information from the investigation is collated and will include:



• midwife’s name and PIN



• witness statements



• maternity, midwifery and medical care notes



• reports from disciplinary hearings, transcripts, notes of meetings



• reports from supervisory or LSA investigations



• certificate of conviction/ disclosure print.


Previous UK regulators could only deal with allegations of misconduct or ill health that were so serious that they might lead to suspension or removal from the Register. For this reason a number of complaints made about individual midwives were not progressed by the UKCC. This situation changed on 1 August 2004 as the NMC powers to deal with fitness to practise were extended to include lack of competence. The range of sanctions available to the NMC were also extended, giving conduct panels much more scope to deal with matters of concern than had previously been the case. This increased the number of cases going forward for consideration by a conduct panel. These sanctions are to:



• take no further action or refer to screeners



• impose a conditions of practice order for up to 3 years



• suspend registration for up to 1 year



• impose a caution for not less than 1 year, nor more than 5 years



• strike the midwife off the register.


A significant change that is likely to increase the number of referrals to the NMC relates to the burden of proof that an investigating or conduct panel must consider. Until 2007, this was set at the same level as for criminal cases heard in the UK courts and was that the allegation must have been proved beyond all reasonable doubt.


This is changing and will move in 2008 to what is called a civil standard of proof. This means that the evidence supporting the allegation is judged on a balance of probability that the midwife’s care or behaviour did not meet the required practice standards or Code of conduct set by the regulator. While this change has caused some anxiety among the professional organizations representing midwives, it has enhanced the public’s belief that a regulator will protect them from poor practice as the priority.


Any midwife who has had an allegation made against her will be made aware that this is the case by the NMC so she can provide her evidence to the investigation or to the conduct panel who are considering any allegations made against her. The midwife’s conduct will be measured against the standards of education, practice and conduct required when the incident took place.












Suspension from midwifery practice


It may be appropriate to consider suspension from midwifery practice in the context of dealing with poor practice. There are only two organizations that can suspend a midwife from practice in the UK. These are the NMC or a local supervising authority, and in both cases the suspension means the midwife cannot practise anywhere in the UK whilst the suspension is in place. An employer may suspend a midwife from duty to enable it to conduct an investigation but that would not prevent the midwife from practising elsewhere, however unwise that might be.


Suspension from practice is a very serious matter as it could prevent a midwife from earning a living and is therefore not a step that is taken lightly (NMC 2007b). It would only be used if there was evidence of significant risk to the public were the midwife to continue to practise. This may be for reasons of the midwife’s ill health, chronic lack of competence or gross professional misconduct.


If a local supervising authority decides to suspend a midwife from practice, it must make a formal referral to the NMC and include all the information gained from the supervisory or LSA investigation that led to the decision to suspend from practice. The LSA suspension is immediate in effect and the NMC will make a note on the midwife’s registration to indicate this is the case. The LSA is also obliged to share this information with the midwife concerned so that she is aware what is happening.


The NMC will set up an interim orders hearing to review the LSA suspension. If it upholds the decision to continue the suspension from practice it will replace the LSA suspension with an interim suspension order. The NMC can also decide on review of the evidence that suspension is not required and may replace it with an interim condition of practice order which will restrict the way the midwife can practice. It can also overturn the suspension from practice if it decides that the risk to the public is not high enough to warrant suspension (Fig. 7.1).





[image: image]

Figure 7.1 Fitness to practise process.




Should new evidence become available to the local supervising authority that imposed the suspension, and it concludes that suspension is no longer warranted, it can lift its suspension and inform the NMC who will take this into account in relation to any interim order for suspension.


Regardless of the outcome from the interim orders hearing, the NMC will continue to investigate the allegations against the midwife until such time as it can make a judgement about whether or not there is a case to answer.









Regulation of midwifery education


The regulatory framework relating to education is enshrined within Articles 15–20 of The Order, and is a key function of the NMC. Monitoring of the quality of education used to sit with the four national boards but is now the remit of the NMC and is known as the quality assurance process. This is one of the areas where The Order allows the Council to delegate its function. The Council has set its rules and standards for the content, length and delivery of pre-registration midwifery education programmes and it contracts with external agencies to monitor that its requirements are being met.


There is no specific requirement under The Order for midwifery education to come under the remit of the midwifery committee. During the consultation phase of the draft Orders, this non-inclusion of midwifery education in the midwifery committee’s remit caused a great deal of concern to organizations representing midwifery, such as the RCM. They argued that one of the basics of autonomy of any profession includes having control of educating and training its members. Although the final Order did not reflect this wish, the first Council of the NMC decided that the Midwifery Committee would have included in its remit, matters relating to midwifery education (Newton 2006).






How is regulation monitored?


In the UK, all healthcare regulatory bodies, including the NMC, are monitored by an overarching body called the Council for Healthcare Regulatory Excellence (CHRE). Each regulator has to report on its progress against performance objectives each year to the CHRE. The CHRE in turn publishes an annual report describing and commenting on its findings, highlighting any good practice it finds and recommending any changes it thinks needs to be made to improve the function of the healthcare regulators (www.chre.org.uk).


The CHRE has the power to review any decisions made by a regulator in relation to its fitness to practise proceedings if it thinks that the decision has been too lenient. Should this be the case, then the CHRE can refer the case for judicial review, which is a very costly process for the regulator involved both in financial and reputation terms. The NMC tries to ensure this does not happen by being rigorous in its selection and training of anyone sitting on its conduct panels as well as by setting clear standards about what is expected of midwives on its Register. It also ensures than any conduct panel considering allegations about midwifery practice includes an experienced practising midwife.












Statutory supervision of midwives


The main purpose of statutory supervision of midwives (see Ch. 52) is protection of the public. In this, supervision of midwives reflects the primary purpose of the UK regulatory body. Supervision of midwives was enshrined within statute to reflect its purpose and value in ensuring safe standards of care to women and their families.


Supervision of midwives is independent of any employment situation and all midwives in the UK, regardless of type or place of work, must comply with statutory supervision.


The local supervising authorities (LSAs) are statutory entities that are required to ensure that supervision of midwifery takes place and that midwifery practice is safe, evidence based and meets NMC standards. They are responsible for appointing and ensuring there are enough supervisors of midwives in the area they are responsible for. They also appoint the local supervising authority midwifery officers. The responsibility for the LSA is different in each of the four countries.


The standards expected of all LSAs are set by the NMC, and this power is enabled by Article 43 of The Order. This Article details how LSAs are to exercise general supervision over all midwives practising within their area according to the Council’s rules. It also requires them to report to the NMC any situation where the LSA is of the opinion that the fitness to practise of a midwife in its area is impaired.


Part two of this Article requires the NMC to stipulate the qualifications of individuals whom the LSA can appoint as supervisors of midwives, and these are set out in rule 11 of the midwives rules and within the NMC standards for supervisors of midwives (NMC 2007c).












Continuous professional development


All midwives are expected to maintain and develop their skills and competence (NMC 2008b). The Order requires the NMC to make rules regarding the standards midwives need to meet with respect to their continuing professional development, and there are implications of failure to comply with the requirements for their registration status if a midwife does not meet these standards. The current standards for maintaining registration inherited by the NMC are too vague to offer real protection to women and the need for development of a new post-registration framework is one of the major issues passed from the UKCC to the NMC.


The NMC has started to review the requirements that midwives will have to meet in order to stay on the register in future. These will focus on maintaining and demonstrating competence with protecting the woman from possible poor practice as the priority. This is a radical change in approach from one that focuses on the personal development wishes of the individual midwife as the priority; however there is a balance to be achieved between both groups.


The development of this programme of regulation is also likely to result in changes to the format and structure of the Register itself so that it becomes more meaningful in terms of the skills and abilities of those with specialist interests who hold registration. Much of this change has been led by the profession itself, however there are significant political policy changes that are considered in the final section of this chapter.









‘Trust, Assurance and Safety – The Regulation of Health Professionals in the 21st Century’


Regulation is not static and for midwives it has evolved continuously since its inception in 1902. Events in the UK during the late 1990s have increased public anxiety about professional self-regulation. Several public enquiries were held and reports published that made recommendations for changes in the regulators and regulation across the UK. This culminated in two government consultations during 2006 that looked at the regulation of medical and non medical health professionals. February 2007 saw the publication of a White Paper, Trust, Assurance and Safety – The Regulation of Health Professionals in the 21st Century (DH 2007b) describing proposed changes to all of the healthcare regulators and regulation in the UK, and two other documents, Safeguarding Patients (DH 2007c) and Learning from Tragedy, Keeping Patients Safe (DH 2007d). Although the impetus for change was primarily focused on medical regulation, the impact will be felt across all healthcare regulators and will mean significant change for the NMC and the regulation of midwives.


The key principles within the White Paper that will underpin statutory professional regulation for the future were described by Patricia Hewitt MP in 2007 when she was Secretary of State for Health. These are:



• the overriding interest will be the safety and quality of care that patients (and women) receive from health professionals



• professional regulation needs to sustain the confidence of both the public and professionals through demonstrable impartiality. Regulators need to be independent of government, the professionals themselves, employers, educators and all other interest groups involved in healthcare



• professional regulation will be about sustaining, improving and assuring the professional standards of the majority of healthcare professionals as well as identifying and addressing poor practice or bad behaviour



• professional regulation should not create unnecessary burdens and be proportionate to the risk it addresses and benefit it brings



• professional regulatory systems that ensure strength and integrity of health professionals whilst enabling flexibility to meet different health needs and approaches in the four countries of the UK.


These principles underpin significant changes to the concept and process of self-regulation of midwives by midwives and will completely redefine how the NMC is structured and governed. Many of the changes will require primary and secondary legislative changes and as described previously, some will take many years to achieve.


There are seven main areas that will require change for most regulatory bodies:



1 independence, governance and accountability of professional regulators



2 revalidation



3 tackling concerns locally



4 tackling concerns nationally



5 education and the role of the regulator



6 information about health professionals



7 new roles and emerging professions.


It is proposed that all regulators including the NMC increase their independence and impartiality. For the NMC this means that the current balance between lay and registrant Council members will change to an equal number of each and the overall size of the Council reduce. Some have described this change as the Council becoming more board-like although it has proved difficult to determine what this will mean in reality. It is likely to reduce the level of detailed input by Council members to the operational work of the regulator and increase the level of strategic governance of senior executive staff as a result. In future all members of the Council will be independently appointed, rather than the mix of elected registrant members and appointed lay members that exists at present. This may be the greatest challenge for the profession as it brings the whole concept of self-regulation into question for the future.


Regulatory Councils will become more accountable directly to Parliament and devolved administrations rather than as currently to the Department of Health. This will increase the regulators’ ability to take an impartial view on standards that may be required to improve practice and safety.


Within the White Paper, there is a large emphasis on all healthcare regulators becoming more consistent in their approach. This would make some sense certainly for the public, who may have to interact with several regulatory bodies should they wish to explore the practice standards of all the healthcare professionals involved in their care. This is likely to impact particularly in areas such as entry requirements for pre-registration programmes, requirements for maintaining registration and inter-regulatory approaches to entries on professional registers denoting specialist level qualifications.


The current NMC registration renewal period is 3 years, however this may change to come in line with the majority of other regulators who have 5-year periods for the same matter. These types of issues are being discussed at the present time within a number of inter-regulatory working groups who will advise on the future pattern for all.


The concept of a licence to practise for doctors has emerged, not entirely alien to midwives with their intention to practise notification and PREP requirement systems. This may be based on an objective process for formatively and summatively appraising continued fitness to practise and may well contain differing elements for those healthcare professionals engaged in areas of care that are considered higher risk than others (Hampton 2006). Examples of this might be midwives or doctors who are working in isolation from peer support and overview. It appears inevitable that the requirements for midwives to demonstrate continued competence and updating to enable them to maintain registration will be strengthened and will need to be consistent in approach with other regulators and professions. This is likely to be a large and thorny area of change in regulation terms and is likely to take several years to develop before change is implemented.


Midwives will recognize elements of the supervision framework in the proposals to create ‘medical affiliates’ appointed and accountable to the General Medical Council. The intent behind this is closer monitoring of medical practice on a local level and provision of advice and support to employers in managing concerns about medical practice.


As mentioned previously, the standard of proof will change to that of a civil standard and will apply across all regulators in the UK, as will change to the approach when handling allegations against registrants that they are not fit to practise. The NMC has already moved in this direction and its approach has been validated by the contents of the White Paper proposals. There will be a separation between investigations of allegations against midwives and considering and judging a case against a midwife. This means the NMC will move from handling all aspects of the process to one of investigation and prosecution, a system that will seem more akin to the current UK law court system.


Professional indemnity insurance is likely to become mandatory for all health professionals within the next 5 years. It remains to be seen if this marks the end of self-employment opportunities for midwives or whether creative solutions that retain the expertise of midwifery within independent practice can be developed to enable women to continue to have access to this type of care provision.


The NMC will continue to have responsibility for setting the standards and requirements for midwifery education, however there is a greater emphasis on the role of employers in relation to testing for competence in English language amongst applicants for posts.


There will be changes to the Register in terms of entry requirements and the information held on the Register relating to individual midwives and nurses to enhance inter-regulator consistency. One area where work has commenced relates to a single definition of ‘good character’ that will be applied to all professional registers. This ties into proposals to strengthen links between student midwives and the midwives part of the register and whether there should be a more formal relationship between students and the regulator before qualification.


Regulation of existing healthcare professions is a retained function that sits with the parliament at Westminster and is not devolved to the new administrations in Scotland, Wales or Northern Ireland. There are a number of professional groups who are not statutorily regulated at the present time and some of these are potentially as risky to the public as the established professions. Such groups are likely to have statutory regulation introduced to set and monitor standards in the same way as midwifery experienced in 1902. There is also consideration of emerging professions and whether they should be regulated or not. One decision has been made and that is not to create new regulatory bodies but to use one or more of the existing regulators to take on this function. It remains to be seen whether maternity support workers will be included in such regulation and if so whether they share regulation with midwives or elsewhere with other healthcare professionals.


The White Paper is intended to create a ‘lasting settlement’ for professional regulation in the UK. Given the rapid and continuous change in society and the expectations of society this is a high aspiration and one, given the history of midwifery regulation over the past 105 years, is unlikely. Midwives need to understand regulation and how it is achieved so they can continue to influence the policy makers about requirements and standards for their profession as they have always done with the needs of women at the centre.
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Midwives need to have knowledge of the anatomical features of the female body and to understand the processes of reproduction but must never forget that a woman’s body is unique, personal and private. The anatomy and physiology of the reproductive organs is described in appropriate chapters throughout the book.






The pelvis


Competence in recognizing the anatomy of a normal pelvis is key to midwifery practice as one of the ways to estimate a woman’s progress in labour is by assessing the relationship of the fetus to certain pelvic landmarks. Knowledge of pelvic anatomy is also needed in order to be able to detect deviations from normal.






The pelvic girdle


The pelvic girdle, a basin shaped cavity, is a bony ring between the movable vertebrae of the vertebral column which it supports, and the lower limbs that it rests on. It contains and protects the bladder, rectum and internal reproductive organs. Some women experience pelvic girdle pain in pregnancy and need referral to an obstetric physiotherapist (see Ch. 16).






Functions


The primary function of the pelvic girdle is to allow movement of the body, especially walking and running. This makes it necessary for the sacroiliac joint to be immensely strong and virtually immobile. The pelvis also takes the weight of the sitting body onto the ischial tuberosities.












Pelvic bones


The pelvic girdle, which is stronger and more massively constructed than the wall of the cranial or thoracic cavities, is composed of four bones: two innominate laterally and anteriorly and the sacrum and coccyx posteriorly (Fig. 8.1).





[image: image]

Figure 8.1 The pelvic bones.








Innominate bones


Each innominate bone is made up of three bones that have fused together: the ilium, the ischium and the pubis (Fig. 8.2).





[image: image]

Figure 8.2 Lateral view of the innominate bone showing important landmarks.




The ilium is the large flared-out part. When the hand is placed on the hip, it rests on the iliac crest, which is the upper border. At the front of the iliac crest can be felt a bony prominence known as the anterior superior iliac spine. A short distance below it is the anterior inferior iliac spine. There are two similar points at the other end of the iliac crest, namely the posterior superior and the posterior inferior iliac spines. The concave anterior surface of the ilium is the iliac fossa.


The ischium is the thick lower part. It has a large prominence known as the ischial tuberosity, on which the body rests when sitting. Behind and a little above the tuberosity is an inward projection, the ischial spine. In labour, the station of the fetal head is estimated in relation to the ischial spines.


The pubis forms the anterior part. It has a body and two oar-like projections, the superior ramus and the inferior ramus. The two pubic bones meet at the symphysis pubis and the two inferior rami form the pubic arch, merging into a similar ramus on the ischium. The space enclosed by the body of the pubic bone, the rami and the ischium is called the obturator foramen.


The innominate bone contains a deep cup to receive the head of the femur termed the acetabulum, which is composed of the three fused bones in the following proportions: two-fifths ilium, two-fifths ischium and one-fifth pubis (Fig. 8.2).


On the lower border of the innominate bone are found two curves. One curve extends from the posterior inferior iliac spine up to the ischial spine and is called the greater sciatic notch; it is wide and rounded. The other curve lies between the ischial spine and the ischial tuberosity and is known as the lesser sciatic notch (Fig. 8.2).









The sacrum


The sacrum is a wedge-shaped bone consisting of five fused vertebrae. The upper border of the first sacral vertebra, which juts forward, is known as the sacral promontory. The anterior surface of the sacrum is concave and is referred to as the hollow of the sacrum. Laterally the sacrum extends into a wing or ala. Four pairs of holes or foramina pierce the sacrum and, through these, nerves from the cauda equina emerge to supply the pelvic organs. The posterior surface is roughened to receive attachments of muscles.









The coccyx


The coccyx is a vestigial tail. It consists of four fused vertebrae, forming a small triangular bone, which articulates with the fifth sacral segment.












Pelvic joints


There are four pelvic joints: one symphysis pubis, two sacroiliac joints and one sacrococcygeal joint.


The symphysis pubis is the midline cartilaginous joint uniting the rami of the left and right pubic bones.


The sacroiliac joints are strong, weight-bearing synovial joints with irregular elevations and depressions that produce interlocking of the bones. They join the sacrum to the ilium and as a result connect the spine to the pelvis. The joints allow a limited backward and forward movement of the tip and promontory of the sacrum, sometimes known as ‘nodding’ of the sacrum.


The sacrococcygeal joint is formed where the base of the coccyx articulates with the tip of the sacrum. It permits the coccyx to be deflected backwards during the birth of the fetal head.









Pelvic ligaments


The pelvic joints are held together by very strong ligaments that are designed not to allow movement. However, during pregnancy the hormone relaxin gradually loosens all the pelvic ligaments allowing slight pelvic movement providing more room for the fetal head as it passes through the pelvis. A widening of 2–3 mm at the symphysis pubis during pregnancy above the normal gap of 4–5 mm is normal but if it widens significantly, the degree of movement permitted may give rise to pain on walking (see Chs 16 and 19).


The ligaments connecting the bones of the pelvis with each other can be divided into four groups:



• those connecting the sacrum and ilium – the sacroiliac ligaments



• those passing between the sacrum and ischium – the sacrotuberous ligaments and the sacrospinous ligaments



• those uniting the sacrum and coccyx – the sacrococcygeal ligaments



• those between the two pubic bones – the interpubic ligaments.


The ligaments that are important to midwifery practice are the sacrotuberous and the sacrospinous ligaments as they form the posterior wall of the pelvic outlet (Fig. 8.3).
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Figure 8.3 Posterior view of the pelvis showing the ligaments.











The four types of pelvis


The size of the pelvis varies not only in the two sexes, but also in different members of the same sex. The height of the individual does not appear to influence the size of the pelvis in any way as women of short stature, in general, have broad pelves. Nevertheless, the pelvis is occasionally equally contracted in all its dimensions, so much so that all its diameters can measure 1.25 cm. less than the average. This type of pelvis, known as a justo minor pelvis, can result in normal labour and birth if the fetal size is consistent with the size of the maternal pelvis. However, if the fetus is large, a degree of cephalopelvic disproportion will result. The same is true when a malpresentation or malposition of the fetus exists.


The principal divergences, however, are found at the brim (Fig. 8.4) and affect the relation of the anteroposterior to the transverse diameter. If one of the measurements is reduced by 1 cm or more from the normal, the pelvis is said to be contracted and may give rise to difficulty in labour or necessitate caesarean section. Classically, pelves have been described as falling into four categories: the gynaecoid pelvis, the android pelvis, the anthropoid pelvis and the platypelloid pelvis (Table 8.1).
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Figure 8.4 Characteristic brim of the four types of pelvis.






Table 8.1Features of the four types of pelvis
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The gynaecoid pelvis (Fig. 8.5)


This is the best type for childbearing as it has a rounded brim, generous forepelvis, straight side walls, a shallow cavity with a well-curved sacrum and a sub-pubic arch of 90 °.





[image: image]

Figure 8.5 Normal female pelvis (gynaecoid).











The android pelvis


The android pelvis is so called because it resembles the male pelvis. Its brim is heart-shaped, it has a narrow forepelvis and its transverse diameter is situated towards the back. The side walls converge, making it funnel shaped and it has a deep cavity and a straight sacrum. The ischial spines are prominent and the sciatic notch is narrow. The sub-pubic angle is less than 90 °. It is found in short and heavily built women who have a tendency to be hirsute.


Because of the narrow forepelvis and the fact that the greater space lies in the hindpelvis the heart-shaped brim favours an occipitoposterior position. Furthermore, funnelling in the cavity may hinder progress in labour. At the pelvic outlet, the prominent ischial spines sometimes prevent complete internal rotation of the head and the anteroposterior diameter becomes caught on them, causing a deep transverse arrest. The narrowed sub-pubic angle cannot easily accommodate the biparietal diameter (Fig. 8.6) and this displaces the head backwards. Because of these factors, this type of pelvis is the least suited to childbearing.





[image: image]

Figure 8.6 (A) Outlet of android pelvis. The fetal head, which does not fit into the acute pubic arch, is forced backwards onto the perineum. (B) Outlet of the gynaecoid pelvis. The head fits snugly into the pubic arch.











The anthropoid pelvis


The anthropoid pelvis has a long, oval brim in which the anteroposterior diameter is longer than the transverse diameter. The side walls diverge and the sacrum is long and deeply concave. The ischial spines are not prominent and the sciatic notch and the sub-pubic angle are very wide. Women with this type of pelvis tend to be tall, with narrow shoulders. Labour does not usually present any difficulties, but a direct occipitoanterior or direct occipitoposterior position is often a feature and the position adopted for engagement may persist to birth.









The platypelloid pelvis


The platypelloid (flat) pelvis has a kidney-shaped brim in which the anteroposterior diameter is reduced and the transverse diameter increased. The sacrum is flat and the cavity shallow. The ischial spines are blunt, and the sciatic notch and the sub-pubic angle are both wide. The head must engage with the sagittal suture in the transverse diameter, but usually descends through the cavity without difficulty. Engagement may necessitate lateral tilting of the head, known as asynclitism, in order to allow the biparietal diameter to pass the narrowest anteroposterior diameter of the brim (Box 8.1).





Box 8.1 Negotiating the pelvic brim in asynclitism






Anterior asynclitism


The anterior parietal bone moves down behind the symphysis pubis until the parietal eminence enters the brim. The movement is then reversed and the head tilts in the opposite direction until the posterior parietal bone negotiates the sacral promontory and the head is engaged.









Posterior asynclitism


The movements of anterior asynclitism are reversed. The posterior parietal bone negotiates the sacral promontory prior to the anterior parietal bone moving down behind the symphysis pubis.


Once the pelvic brim has been negotiated, descent progresses normally accompanied by flexion and internal rotation.
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